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A. EXECUTIVE SUMMARY

Project HOPE is ddighted to have the opportunity to implement Phase 2 of the
USAID/CSHGP “Increasing the Quality of Child Surviva and Maternd Care Services
Project in the Navoi Oblast of Uzbekistan.” This project clearly builds on the solid and
rewarding history from the CS-15 Phase 1 of this Project (9/1999 to 9/2003) where
Project HOPE worked with the Navoi Oblast Health Department to improve child
surviva, safe motherhood, and reproductive hedlth servicesin two pilot rayons.

Program Location. Thisextenson project will expand activities to two new rayons --
Konimeh and Nurata-- while continuing to improve systems of monitoring and qudity
supervison in the old rayons— Navoi and Kiziltepa The pilot rayons are modtly rurd,
athough main highways connect the rayons to the Oblast Capita, Navoi City. The two
new rayons, however, are the two farthest rayons from Navoi City and are often
unreachable by car in the winter months. See Maps of region in Annex A.

Problem Statement. Navoi Oblast continues to be an area of considerable need. Navoi
oblast statistics (2001) provide a picture of poor hedth status of young children and
women of reproductive age. The reported IMR in Navoi is 17/1,000 lives births, but the
actud rateis probably at least three times higher, usng sandard internationa definitions.
ARIs, diarrhedl diseases, meades, anemia, and manutrition account for 55% of under
five deaths.

The Navoi Oblast has one of the highest materna mortdity rates in the country,
73/100,000 live births compared to a national ratio of 34/100,000 live births. Ninety-five
percent of pregnant women are anemic (39% severely anemic) - a contributor to peri
natal and maternad deaths. Primary causes of maternal mortality are pregnancy-induced
hypertension/toxemia, hemorrhage, and infection'.

A glimpse of the Navoi hedlth facilities helps explain the poor hedth indicators of the
population. Facilities lack supervision and continuing education to provide hedth saff
with new or improved knowledge and skills. Stocking hedlth care facilities with
necessary equipment and drugs to provide preventative and curative servicesremains a
chdlenge. The Soviet culture of client passvity remains intact and the population is
generdly not aware of their patient rights or their respongibilitiesin terms of preventive
care. Without the old system of adequately funded, comprehensive outreach to support
curative services, many preventable illnesses frequently fal through the cracks.

Targeted Beneficiaries. This project directly targets an estimated 36,716 children 0-5
years of age, 77,479 women of reproductive age (WRA) (15-49 years old), and 25,505
Adolescents (15-18 years of age) ditributed in the four project rayons. Indirectly, the
Project’ swork at the Oblast level will support an additional 35,949 children 0-5 years of
age, 81,241WRA, and 28,335 adolescents ages 15-18.

Major Strategies, Program Goals, and Objectives. The Navoi project focuses on (a)

! Navoi Oblast Health Department, HD, 2001



reducing the mortality and morbidity in children under five and women of reproductive
age and (b) increasing adolescents knowledge about reproductive and sexud hedth. This
will be done through partnership and capacity building of the MOH and community
education. The Project will introduce and expand the use of standard case management
protocols. At the community level, Project HOPE will work with Mahkalla leaders and
local schools to raise awareness of preventive care and timely hedth care seeking. For
Phase 2, the project will continue to develop innovative, effective, and efficient
approaches that can serve as a“laboratory” for lessons learned to incorporate in Project
HOPE s MCH/RH/CS projects in Uzbekistan and Kyrgyzstan.

Estimated Leved Of Effort: IMCI: ARI/Pneumonia Control 10%, IMCI: Control of
Diarrhed Diseases 10%, IMCI: Child Nutrition 10%, Breastfeeding Promotion 10%, Safe
Motherhood/Newborn Care 30%, and Family Planning 30%.

Documentation of Strategy: Progress towards achieving project objectives will be
monitored by the following means: data collected by KPC survey; MOH’s hedth
information system; Hedth Facility tools; Lot Quality Assessment Sampling
methodology; Training pre-and-post tests; and Rapid Assessment Procedures. The
current MOH Hedlth Information Systems provides services satistics, while the project
will obtain additiona indicators of performance, client satisfaction, quality of care and
population based indicators.

Local Partners. Sustainability isthe key concern of the second phase of the project,
which focuses on capacity building, training, and the development of appropriate systems
for the MOH. All activities will be implemented through or jointly with the Navoi Oblast
Hedlth Department and the Navoi Oblast Adminigtration, which includes Makhdlah
leaders and active community participation. A MCH Steering Committee created during
the firgt phase of the project will play an even more active and effective role in Phase 2 of
the project with the creation of 4 subdivided working groups comprised of key decison
makersin the MOH, makhala adminigrations, local and international NGOs, and
community members.

Category of the Original CSHGP Application: Cost Extenson
Budget: Federal $1,299,851; Non-Federal $434,958 (See Annex B for detailed budget)
Start and End Dates. September 30, 2003 to September 29, 2007

USAID Input: Comments made during the final evauation process by Andreas
Tamberg, Hedth Advisor of USAID/CAR/Tashkent, were incorporated into expansion
project. In addition, Susan Y oull, CSHGP/ USAID provided observations and
recommendations for the extension project in her trip report in September 2003.

Main DIP Writers. Project HOPE Navoi technical staff: A. Kuchimov, N. Muratova, N.
Shaimanov, L. Jdolova, N. Mardanova, N. Bozorova, U. Mukhamedov; Project HOPE
Headquarters. S. Porter; Externa consultant: M. Cadtrillo.

Contact person at Project HOPE Headquarters: Sarah Porter, Program Manager



B. CSHGP DATA FORM

Child Survival Grants Program Project Summary

DIP Submission: Jun-29-2004
HOPE Uzbekistan

Field Contact Information:

First Name:
Last Name:

Address:

City:

State/Province:

Dr. Abdunabi

Kuchimov

Navoi Oblast Hospital Hedlth Department (3rd Floor)
23 Navoi Streeet

Navoi City, 706800

Zip/Pogtal Code:

Country Uzbekistan
Telephone: 011-998-79-223-5366
Fax: 011-998-79-223-5665
E-mail: hopenav@rol.uz
Project Web Site: WwWW.projecthope.org

Project Information:

Project
Description:

The cogt extenson project will include scaling up of activities throughout
4 rayons of Navoi oblast, add pilot activities in Reproductive Hedlth,
pregnancy and neo-natd hedth. During the past CSH project, Project
HOPE hastrained and built the technical capacities of MOH gaff of
target Rayons to implement and expand child surviva and reproductive
hedlth interventions. The project HOPE team has evolved technicaly and
new staff were added to carry out this follow-on project. Project HOPE
will continue providing technica support to the Oblast and Rayon Hedth
Departments by means of: (1) training Oblast/Rayons staff key child
surviva and reproductive hedlth interventions; (2) adapting, fidd-testing
and expanding standard case management protocols; and (3) developing
and fidd-tested training curricula. In addition, for the new project, (4)
will develop a Makhdla-based strategy, by identifying Makhdla-leve
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interventions, and (5) improve monitoring and evauation a service and
community levels. Interventions for this cost extenson include
breastfeeding/baby- friendly hospita initiative (10%); ARI 10%, CDD
10%, and child feeding 10% (integrated under the IMCI Initiative);
FP/RH (30%); and SM/PEPC (30%).

MOH; Project HOPE's bilaterd "Healthy Family" Project; UNICEF;
Zdrav Plus; WHO; UNICEF; local NGOS: National Red Crescent

Partners. Society, "Tumaris', the "Hedthy Generation Foundation™, and "Women's
Socail Adaptation Center; and community members, particularly
adolescents.

Project :

L ocation: Navoi Oblast

Grant Funding Information:

USAID Funding: (US$) $1,299,851 ' PVO match:(US $) $434,958
Target Beneficiaries:

Type Number |
infants (0-11 months): 5,805 ‘
12-23 month old children: 5,921 ‘
24-59 month old children: 24,990 ‘
0-59 month old children: 36,716 |
Women 15-49: 176,544 |
Estimated Number of Births: 6,053 ‘
Beneficiary Residence:

Urban/Peri-Urban % Rural % |
5% 95% |

General Strategies Planned:

Strengthen Decentrdized Headlth System
Information System Technologies

M&E Assessment Strategies:

KPC Survey

Hedth Facility Assessment

Participatory Rapid Appraisa

Lot Quality Assurance Sampling
Community-based Monitoring Techniques



Behavior Change & Communication (BCC) Strategies:

Mass Media

Interpersona Communication
Peer Communication
Support Groups

Capacity Building Targets Planned:

Non-Govt

Other Private

PVO Partners Sector Gowt Community
USHQ(CS | PVOs(Intl./US) | (None Selected) National MOH Hedth
unit) Loca NGO Dig. Hedth System CBOs

Field Office | Networked Group
HQ
CS Project
Team

Hedth Facility Staff
Other Nationa
Minigtry

Interventions:

** IMCI Integration

** HF Training

Nutrition 10 %

** IMCI Integration

** HF Training

*** Growth Monitoring

** HF Training

Acute Respiratory Infection 10 %

** IMCI Integration

** CHW Training

** HF Training

*** Pneum. Case Mngmnt.

*** Case Mngmnt. Counseling

*** Access to Providers Antibiotics

*** Recognition of ARI Danger Signs

Control of Diarrheal Diseases 10 %

** IMCI Integration

** CHW Training




** HF Training

*** \Water/Sanitation

*** Hand Washing

*** ORS/Home Fluids

*** Feeding/Breastfeeding

*** Care Seeking

*** Case Mngmnt./Counseling

Maternal & Newborn Care 30 %

** IMCI Integration

** HF Training

*** Emerg. Obstet. Care

*** Recog. of Danger signs

*** Newborn Care

*** Pogt partum Care

*** Delay 1st preg Child Spacing

*** |ntegr. with Iron & Folate

*** Normal Delivery Care

*** Birth Plans

*** ST| Treat. with Antenat. Visit

** HF Training

Breastfeeding 10 %

** HF Training

*** Support baby friendly hospital

** HF Training

Family Planning & Reproductive Health 30 %

** HF Training

*** K nowledge/l nterest

*** Y outh FP Promotion

*** FP/HIV integration




*** Maternal/Neonatal Integration

*** Community Involvment

*** Accessto Methods

Indicator

Numerator

Denominator

Estimated
Per centage

Confidence
line

Percentage of children age 0-23
months who are underweight (-2 SD
from the median weight-for-age,
according to the WHO/NCHS
reference population)

0.0

0.0

Percentage of children age 0-23
months who were born at least 24
months after the previous surviving
child

14

29

48.3

25.7

Percentage of children age 0-23
months whose births were attended by
killed hedlth personnd

412

420

98.1

18

Percentage of mothers of children age
0-23 months who received at least two
tetanus toxoid injections before the
birth of their youngest child

0.0

0.0

Percentage of infants age 0-5 months
who were exclusively bresstfed in the
last 24 hours

69

110

62.7

12.8

Percentage of infants age 6-9 months
receiving bressmilk and
complementary foods

18

91

19.8

11.6

Percentage of children age 12-23
months who are fully vaccinated
(againg the five vaccine-preventable
diseases) before the first birthday

93

185

50.3

10.2

Percentage of children age 12-23
months who received a meades
vaccine

163

185

88.1

6.6

Percentage of children age 0-23
months who dept under an
insecticide-treated bednet the previous
night (in maaria-risk areas only)

0.0

0.0

Percentage of mothers who know at
least two sgns of childhood illness
that indicate the need for treatment

148

408

36.3

6.6




Percentage of sick children age 0-23
months who received increased fluids
and continued feeding during an
illnessin the past two weeks

22

22.7

24.8

Percentage of mothers of children age
0-23 months who cite at least two
known ways of reducing the risk of
HIV infection

420

48.6

6.8

Percentage of mothers of children age
0-23 months who wash their hands
with soap/ash before food preparation,
before feeding children, after
defecation, and after attending to a
child who has defecated

0.0

0.0

Comments




C. DESCRIPTION OF DIP PREPARATION PROCESS
Brief description of steps taken to prepare this DIP

TheFinal Evaluation (FE)

The DIP development process started with the final evauation of Phasel.

The evduation considered the Project in itsrole as afield laboratory for testing
new innovationsin maternd and child hedth in terms of impacts and lessons
learned in the two pilot rayons of Navoi Oblast, aswell as influences on broader
thinking, practice and policy in the country and the region. The Executive
Summary of the Finad Evauation can be found in Annex C.

Through this process, the FE team laid out concrete recommendations for Phase 11 of the
project that specificaly related to efficiency, design, sustainability, and emphasison
monitoring and evauation (M&E). Key recommendations, which were based on data
from both the KPC and Hedlth Facility studies and have been incorporated into the DIP,
are summarized here:

Safe Motherhood (SM)
Safe Motherhood should be prioritized in the extension project.
The planned establishment of a Safe Motherhood Center in Navoi should provide a
focd point for training, monitoring and Information, Education and Communication
(IEC) outreach.

Integrated Management of Childhood IlIness (IMCI)
“ Qudity and sugtainability will depend on further atention to inditutiondizing
monitoring and supervison systems and ensuring a consistent drug supply.

Breastfeeding (BF)

" Standardize femde breastfeeding volunteers training and make it more frequent,
adding new topics and refreshing old ones. Provide reference materids.
Contemplate expanding the support group activities to the primary hedlth facilities.

Reproductive Health (RH)
More information on household spending patterns on contraception, would inform the
design of appropriate socid marketing mechanisms for contraceptives.
User pay drug schemes should include contraceptives.

Adolescent Reproductive and Sexual Health (ARSH)

Use adolescents to collect data on adolescent knowledge, behaviors and preferences,;
establish an adolescent advisory committee.

Peer networking would be an effective way to disseminate informétion.

Good supervison isimportant to ensure correct information is being disseminated.

Monitoring and Evaluation
For the Navoi project to continue to play the role of laboratory for innovative new



gpproachesin MCH, RH and related areas, information management will have to be
ggnificantly strengthened.

Training

" On cetificates: provide trainees with aletter of thanks for attending Project courses.
Award certification after a least 3 monitoring visits (including written tests)
ascertains a pre-established level of magtery.
On maintaining qudity training: the role of the IMCI, RH and soon to be established

SM Centersin Navoi should include monitoring, to enable identification of refresher
training needs.

Quality
" Supervison systems that enable continuous reinforcement of Quality Assurance (QA)
approaches are critica to ensure sustainable inditutiondization.

Drug Supply
Filot community-based cum dlinic-based revolving drug scheme approachesin the
extension Project.

Community mobilization

Deveop an integrated community mobilization/IEC strategy with specific targets.
Egtablish an inquiry framework to monitor and measure the relative and synergistic
impacts of various approaches.

Communications and materials for behavior change

Sustainability: looking to nationa impact, scale, and the inevitable question of
covering the recurrent costs for reproducing IEC materids beyond the life of the
Project, continued liaison with other Projects and the Ministry of Heglth (MOH) will
be essentid.

Since mass mediais a part of most peopl€ s lives, and an inexpensive way to
disseminate information widdy, the extension should prioritize investigetion of print,
televison and radio to place key |EC messages. Crestive, humorous approaches
should be considered.

Impact on national policy and programming
The DIPfor Phase Il should proactively anticipate the Project’ s strategic, nationa
role as alaboratory by alocating human resources and designing M& E systems and
dissemination mechanisms to promote specific, targeted issues.

The FE also served to help Project HOPE, their partnersin the Oblast MOH and
Adminigration, and other mgor stakeholdersin the communities simulate discussons
for: (8) defining an overdl vison and objectives for improvementsin hedth in the region,
and (b) determining the steps for achieving thisvison. Find evauation results were
shared with the Materna and Child Hedlth (MCH) Steering Committee and Filot
community leaders, where members analyzed FE results discussed whether or not they
were sttisfied with the results and how to achieve a greater impact in reproductive,
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maternd and child hedth in their communities. The two groups aso discussed the roles
and responghilities of the Oblast government (MOH and Oblast Administration), Project
HOPE, private enterprises and the communities in reaching a hedthier population.
(Please see Annex D for DIP Process Schedule and for a List of individuds who
participated in DIP process.)

Baseline Survey

A Knowledge, Practice, and Coverage (KPC) population-based basdline survey was
conducted for Phase 2 of the project, incorporating lessons learned from the final
evaduation. The survey included collection and analysis of deata of: (a) mothers with
children less than 24 months of age, (b) women of reproductive age, and (c) adolescents.
A basdline Hedlth Facility Assessment (HFA) will be carried out in the new rayons of
this project in the course of working with each of the facilities as cgpacity building
interventions proceed. This report will be submitted in the First Annua Report.

After carrying out the KPC basdline study, Project HOPE' s Navoi team, a headquarters
representative and an externd consultant engaged locd partners and stakeholdersin the
analyss of information in three separate meetings in Navoi City. Thefirgt analyss
meeting was held for the survey supervisors and interviewers, which included MOH fidd
gaff, hedth educators, and NGO counterparts. The second meeting was comprised of
Oblast and Rayon MOH officers and program chiefs. The third meeting, which was by
far the mogt dynamic of the three, was with community |eaders from the four pilot
rayons. Local partners and stakeholders were asked to interpret the basdline survey
results, compare the results with their own sources and experience, and to provide
recommendations for project implementation. (Their work and analysisisincluded in the
discusson in the Basdine Report, see Annex E.)

Following the basdline survey results anadlysis meetings, Project HOPE staff and the
externa consultant worked for an entire week formulating program strategies, objectives
and activities. During that week, the team sdlected training resources and information,
education, and communication (IEC) materias from those aready in existence that they
would use in the project. They aso determined those technical materias that would have
to be developed and/or customized. After thisinitia work was carried out in Navoi,
Project HOPE staff, at both the field and headquarters levels, and the externa consultant
continued working on developing the DIP devel opment via eectronic communicetion.

Findly directly following the basdine survey, selected Navoi team took a course on the
Lot Quality Assurance Survey (LQAS) methodology, which will be the M& E basis for
collecting information on qudlity of service delivery, community-based activities and
performance indicators. The firgt ongte implementation of LQAS will be hed in June
2004.

D. REVISIONS (from the original application)

The direct beneficiaries presented in the origina proposa were revised in consultation
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with the Project HOPE staff and Oblast MOH. The project will not focus onthe entire
Oblast directly, but on only four rayons, versus the entire nine rayons of the Navoi

Oblast. The total amount of beneficiaries for the project has been reduced to 36,716
children under 5 years of age, 77,479 women of reproductive age, and 25,505 adolescents
15-18 years of age (changed from the originaly proposed 66,173 children under five and
186,506 women of reproductive age, of whom approximately 18% are adolescents.) The
main reason for reducing the beneficiary population was that the project wants to move
away from direct support of training activities and build capacity within the Oblast MOH
to carry out these activities throughout the entire Oblast. Project HOPE believesthat its
work to improve the MOH systems of monitoring, supervison, and MCH protocols will
have amultiplying effect on dl the rayons. The indirect beneficiaries to benefit from this
project will be an additiona 35,949 children 0-5 years of age, 81,241 WRA, and 28,335
adolescents ages 15-18. Project HOPE will document the project’ s influence on both the
direct and indirect beneficiaries over the life of the project.

There have been some changes from the originaly proposed budget as well, dthough
there are minimd differences in the overdl amount that will be spent of ether federd or
nort+federa funds. The three main changes are asfollows: A large decrease ($85,302) in
the supplies line item to be more redigtic, based on findings from apast higtory andysis
of spending; an increase of $44,674 in the USAID-approved indirect rate increesing from
19.84% to 25.04%; and an increase of $17,777 in staff personne and sdariesin thefidd
and in the Headquarters due to expanding staff in the field, increase in sdaries, and
increase in Headquarters input. Please see Annex F for areview of key personnd for the
Navoi Project.

E. DETAILED IMPLEMENTATION PLAN
1. Summary of Basdline and Other Assessments

a. Baseline Survey

The field team carried out a comprehensve basdine study (See Annex E for the Basdline
(BL) survey report) to augment the information from the end-of- project evaluation
gudiesin the origind two rayons (both KPC and Hedlth Facility studies). A 30-Cluster
KPC study was carried out prior to DIP preparation. Paralel sampling of three target
groups was used in the KPC : (@) mothers of children under 24 months of age, (b) women
of reproductive age, and (c) the adolescent population. Two sample sizes of 210
interviews for each target group were drawn — one of the two Phase 1 rayons (Navoi and
Kizltepa) and a second sample population from the two new rayons (Konimeh and
Nurata). The field team examined the results of the two pairs of rayons, as a group and
separately. The purpose of the analysis was not to compare rayons but to develop
recommendations for project implementation.

The standardized questionnaires were based on the KPC 2000 Child Surviva and the
Fexible Funds Guiddines. The Family Planning section was based on M& E guiddlines
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and instruments developed by the Population Council®.

The objective of the basdline study was to provide Project HOPE and counterparts with
basdline information at the household levd.

Basdline Survey Findings

KEY INDICATORS: The Rapid Core Assessment Tool on Child Health

0,
(CATCH) e e

Sentinel Measure of Child Health and Well-being
1. Percentage of children age 0—-23 months who are underweight (-2 SD from the
median weight-for-age, according to the WHO/NCHS reference popul ation)y*

Prevention of IlIness/Death
2. Percentage of children age 0—23 months who were born at least 24 months 48.3 +18.2
after the previous surviving child

3. Percentage of children age 0—23 months whose births were attended by skilled

9.1 13
health personnel
4. Percentage of motherswith children age 0—23 months who received at |least
two tetanus toxoid injections before the birth of their youngest child**
5. Percentage of children age 0-5 months who were exclusively breastfed during 627 +9.0
the last 24 hours
6. Percentage of children age 6-9 months who received breastmilk and 198 182

complementary foods during the last 24 hours

7. Percentage of children age 12—23 months who are fully vaccinated (against the 503

7.2
five vaccine-preventable diseases) before thefirst birthday* * *

co

Percentage of children age 12—23 months who received a measles vaccine* * * 88.1 4.7

9. Percentage of children age 0—23 months who slept under an insecticide-treated

net (in malariarisk areas) the previous night No malariaareas

10. Percentage of women of reproductive age who cite at least two known ways of

reducing therisk of HIV infection 365 47

11. Percentage of motherswith children age 0—23 months who report that they
wash their hands with soap/ash before food preparation, before feeding
children, after defection, and after attending to a child who has defecated

M anagement/Treatment of 11Iness
12. Percentage of mothers of children age 0—23 months who know at least two 486 +4.8
signs of childhood illness that indicate the need for treatment

13. Percentage of sick children age 0—23 months who received increased fluids

and continued feeding during an illnessin the past two weeks 27 175t

* The survey did not include anthropometric measures

** The Uzbekistan MOH does not provide TT to pregnant women, only immunoglobulin to suspected cases
of tetanus infection.

*** The MOH does not provide immunization cards to families; therefore, the above indicators were
calculated based only on the mothers’ recall.

The basdine study report Annex E shows the results of the Project HOPE activitiesin
the four rayons, both collectively and separately, between the two pilot rayons (Navoi &
Kiziltepa) and the two rayons that will begin activitiesin year 2004 (Konimeh & Nurata).
The report dso includes a discussion of recommended actions for the extension of the
project.

2 Guidelines and Instruments for Monitoring and Evaluation of Family Planning Services. Electronic Version 1.0.
Copyright © 2000 by The Population Council. 1. Mendoza, J. Foreit, N. Sloan, B. Pobiak, F. Leon, and J. Noble.
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General Information

The following are the generd characteritic of the three groups interviewed:

- All (100%) mothers of children under 24 months of age had some leve of education,
7.9% only had primary education. The average age of interviewed women was 26.3.
Also, al (100%) women of reproductive age had some level of education. Only 1.2%
had only primary education, the rest had secondary education and higher. The
average age of the women interviewed was 31.7%.

Of the adolescents interviewed, 36.9% were boys and 63.1% were girls. School
attendance was 80.6%, and the average age was 16.6%.
3.6% of the interviewees lived in urban settings and 96.4% in rura aress.

Breastfeeding and Infant/Child Nutrition
62.6% were breastfed within the first hour after birth and the exclusive breastfeeding
rate was 62.7% for children 0-5 months of age.
Breadtfeeding initiation within the first hour after birth was 81.7% for the old rayons
and 43.5% in the new ones; exclusive breastfeeding rate was 81.3% in the old Rayons
and 48.4% in the new ones.
19.8 % of infants aged 6-9 months who received breastmilk, have dso received solid
foodsin the 24 hours previous to the basdline survey; and 33.9% of children aged 20-
23 months were il breastfeeding.

Childhood Immunization
The Uzbek MOH keeps dl immunization cards, so families do not possess any type
of written informeation about their children’s vaccination status.
Expanded Program on Immunization (EPI) access (DPT1) was 96.2%, meades
vaccination coverage was 88.1%, and EPI Coverage | was 50.3% by mother’ srecall.

Childhood IlIness
48.6% of mothers reported at least TWO signs of childhood illness that indicate the
need for treatment;
31.8% of children with diarrheain the last two weeks, received Ord Rehydration
Therapy (ORT); 15% were offered more fluids, and 19% were offered the same
amount or more food during illness;
88.1% of children 0-23 months of age with cough and fag/difficult bregthing in the
last two weeks who were taken to a hedlth facility or recelved antibiotics from an
aterndtive source;

Maternal and Neonatal Care
99.8% of mothers had at least one prenatd visit on last pregnancy; and 54.1% had
received iron supplements; nevertheless, the survey did not collect any data on the
frequency and quantity of the iron supplementation intake.
98.1% of the deliveries were attended by a skilled hedlth professonal, and 69% of
newborns were placed next to the mother immediately after birth;
76.9% had a post partum visit.
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Reproductl on and Child Spacing

48% of children were born at least 24 months after the previous surviving child;
70.5% of mothers sarted using a FP method after last ddlivery;

9.3% of WRA reported knowing that women are more likely to get pregnant halfway
between two menstrua periods; and only 1.3% of the adolescent popul ation reported
to know that women are more likely to get pregnant halfway between two menstrua
periods (1.9% for boys and 0.8% for girls);

72.6% of non-pregnant women who desire no more children in the next two years, or
are not sure, are using a modern method of child spacing. The FP method mix was.

IUD 82.7
Withdrawal 33
Femae Sterilization 33
Condom 26
Injectables 22
Standard Days Method 18
Lactational Amen. Method 18
Al 15
Periodic Abstinence 0.7
Foam/Jdlly 04

54.8% of adolescents reported that abortion is a common problem among teenage
girls (52.3% for boys and 57.4% for girls)

STDs and HIV/AIDS

b.

97.1% of WRA have ever heard of Human Immunodeficiency Virus (HIV)/Acquired
Immune Deficiency Syndrome (AIDS), 76.7% of adolescents have ever heard of
STDsin generd and 97.8% have ever heard of HIV/AIDS specificdly. The second
highest percentage of STD knowledge in adolescents was syphilis with 12.3%.
36.5% of WRA reported to know of at least TWO ways of avoiding HIV/AIDS
tranamission (abstain from sex, use condoms, avoid contact with contaminated
blood), and 54.1% of adolescents named at least ONE way to prevent HIV/AIDS
trangmisson;

19.3% of adolescent stated they knew what a condomis.

Country Context

Uzbekigan is the most populated country in Centrd Ada; more than haf of its 26 million
people are concentrated in the south and east of the country. It isaso one of the regions
poorest countries. It is projected that the per capita Gross Domestic Product (GDP) is
likdy to fal from $350 to $250 for 2004 due to redtrictive trade regime policies. While
the Uzbek government claimed a 4.1% growth in GDP, in 2003, the U.S. Government
believes it was no greater than 0.3%. 3 Unemployment and underemployment are high
and employment and wage growth are stagnant. Although Uzbeks have attained a 97%
literacy rate, the proportion of enrolled school-aged persons has been dropping. An

3 http://www.state.gov/r/palei/bgn/2924.htm
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eroding education system has reduced Uzbekistan’ s advantage in human capita as grades
and degrees are routingly purchased. Asin the hedth sector, the supply of education
materids and qudified personnd has suffered.

In September 1991, Uzbekistan declared independence and has since operated as a
republic under President Karimov. Since the Soviet collapse, health care resources have
declined, directly reducing accessihility to, efficiency of and qudity within the hedth

care sysem. Medicd providers are often forced to seek aternative income sources to
compensate for their meager sdlaries. Physicians for the Ministry of Health earn $20-22
amonth and midwives and nurses, $13- 15, on average. Facilitieslack supervision and
the continuing education necessary to provide hedth staff with new and improved
knowledge and skills. They are often working on a knowledge base that is over adecade
old without the equipment and drugs necessary to provide both preventive and curative
sarvices. Client passivity during the Soviet regime, which offered free drugs and
comprehensive nurse outreach programs, sill perssts and enables pervasive preventable
illnessesto persevere.

Presently, the Uzbekistan Government has been implementing a hedlth sector reform
with the assstance of various internationa and multinationa organizations (World Bank,
USAID and UK Department for Internationa Development ((DFID) among others),
while the country is cautioudy moving towards a free market economy. In year 2002,
the World Bank renewed a project to strengthening the primary hedth carein rurd aress,
which focuses in three Oblasts, Fergana, Navoi and Syrdarya”®. The Zdrav Plusisa
USAID-funded project designed to strengthen the health sector reform. Zdrav Plus, a
close collaborative partner of Project HOPE in the region, seeks to improve the quality
and efficiency of hedth servicesin five Central Asan Repulics. It supportsthe
Government of Uzbekistan's hedth reform agenda, and in particular focuses on: (a)
improving the efficiency of resource-use, (b) improving the qudity of hedth care, and (¢)
redefining patient rights and responsibilities.

The hedlth reform includes a 32% reduction in bed occupancy®.  The hospitdl level
hedth infrastructure remained essentidly unchanged from what it was during the Soviet
period. It is at the periphera level, where basic health services are provided to
communities, that most of the changes are taking place. For example, the number of
hedlth facilities has been reduced and the number of FAPs (feldsher, midwife posts) and
SVPs (rurd physicians posts) increased or FAPs transformed into SVP services. In
addition, the heath sector reform will provide continuous support for training family
medicine doctors and the introduction of the new modd for financing primary care.

The infant mortality rate continues to be a concern for the Uzbekistan government and
cooperating agencies. The infant mortdity rate of 1997, based on the Multiple Indicator
Cluster Survey®, was 37/1,000 live births, which is more than twice as high asthe rate of

*nttp://Inweb18.worl dbank.org/ECA/Uzbekistan.nsf/0/cdc97b44dbbabedad’5256hc00025ed9c?0OpenDocument
5 UNICEF CARK. Situation Analysis Executive Summary. Almaty, 1999
8 UNICEF CARK. Situation Analysis Executive Summary. Almaty, 1999
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23.1 per 1,000 live births reported in officid government satistics’. The differencein
IMR reported by different sourcesis due to the fact that the Government of Uzbekistan
did not adopt the WHO definition of live birtt?. ARIs, diarrheal diseases, measles,
anemia, and manutrition account for 55% of the under five deeths, the remainder being
due to perinatal conditions (19%), other infections (12%), noninfectious diseases (9%),
and trauma (5%)). The very poor nutritiond status of young children (12% of children
under five are moderately to severely underweight and 84% are anemic) is an underlying
factor in many infant and childhood illnesses and desths®. According to the oblast health
department, 12% of under five deaths occur a home, compared to 8% for al of
Uzbekistan™®. An additioral 20% of desths took place during the first day of
hospitdization. By age 12 months, 85% of infants had received the eight recommended
vaccines. Asaresult, the number of preventable infectious diseases has decreased in
recent years.

The nationd maternad mortdity ratio (MMR) is 34/100,000, and Navoi hasaMMR of at
least 73/100,000. The under-five mortdity rateis 57 and 69 per 1,000 live births for
femaes and males, respectively (MOH, 2000). The Demographic Hedth Survey (DHS)
carried out in 2002**, showed atotd fertility rate of 3.2 for women 15-49 years of age
(2.5 urban and 3.2 rurdl); and agenerd fertility rate'® of 104 (86 urban and 116 rural).
The tota abortion rate (women of 15-49 years of age and expressed per woman) was 0.9
(1.1 urban and 0.9 rurd). Findly, the percent distribution of currently married women
using a contraceptive method was 67.7% for any method and 62.8% for modern methods
(51.8 wasfor Intrauterine Device (IUD) that represents 82% of the method mix).

C. The Navoi Health Service Infrastructure

In addition to the sixth largest gold mine in the world, Navoi is home to sgnificant
chemica, pesticide and herbicide industries, due in part to a strong cotton production
indugtry. Expandve and inefficient water irrigation for agricultura purposes has strained
Uzbekistan's water supply, which reduced the Aral Seato lessthan athird of its origind
gze. The heavy industridization of Navoi under Soviet rule, enabled the production of
forty-9x percent of the cement for the entire U.S.S.R., and with it, air and water pollution
that pose significant public health problemsin the region. Interestingly, however, the
Navoi Oblast Governor (Hokim) reportedly subsidizes nationd contributions to the hedlth
delivery system through mandatory “contributions’ from these factories. According to
the Deputy of the Navoi Ministry of Hedlth, 84% of the annua Oblast budget for health
(some $1 million) comesfrom loca contributions.  Project inputs and humanitarian
assistance are in addition to thisamount. At the present time, Project HOPE appearsto

" CCA Uzbekistan, HEALTH Chapter. DRAFT 002 of 5 May ‘03

8 The Uzbekistan MOH considers newborns of less than 28 weeks of gestation and less than 1000 grams that do not
survive the first six days as tillbirths.

% Oblast Health Department, 2001.

10 NPRI, 2001.

1 Uzbekistan Health Examination Survey 2002. Preliminary Report. Ministry of Health of Uzbekistan, State
Department of Statistics, MEASURE DHS+ ORC Macro. May 2003.

12 General fertility rate (births divided by the number of women age 15-44) expressed per 1,000 women
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be the only Internationa agency with a program in the Oblagt, though Asan
Development Bank (ADB) and the World Bank loans will provide infrastructure support
in the near future.

Currently, in Navoi as throughout the country, hedlth professonds are enormoudy
underpaid (Rurd doctors make $25/month with the per capita GDP at $2500). Asa
result, most have private, pardld practicesto their government employment. Cut off
frominnovationsin medica best practices until the 1990s, providers are eager to learn
and adapt international gpproaches in medicine and public hedth. Thefirgt phase of the
project showed the health provides supported by the Project were very receptive to
learning more about public hedth issues that are revant to their lives.

The Uzbekistan MOH dtructure & the Oblast level is based on specidties by levels of
care (e.g., pediatrics, OB/Gyns, etc.) At the Oblast leve, the hospitasreceive dl referras
by specidty. Therayon leve maintainsasmilar structure, rayon level hospitals by
specidty, and the primary hedlth care infrastructure is formed by a series of hedlth
facilities that may have some differencesin functions. The Navoi hedth infragtructure,

and specificaly the four project rayons, is shown in the following table.

Navoi
City**

Navoi
rayon

Kiziltepa
rayon

Konimeh
rayon

Nurata
rayon

Oblast Maternity House: Provide services to the entire Oblast
(Ob/Gyn service for Navoi city, and emergency care and
referrals of all Rayons

1

Oblast Child Hospital: Medical servicesfor children under 14
years of agefor entire Oblast

1

Central Rayon Hospital: Medical services aswell as Ob/Gyn
service for Rayon population

Central Rayon Hospital with paliclinic: Primary and secondary
health care for rayon (PHC services and by specialty)

Central Rayon Polyclinic: PHC services and by specialty for
adult and children populations

Rural Hospital (SUB): Medical and Ob/Gyn services for part of
rayon.

SVP: PHC servicesby GP's, nurses and midwives for
village/Makhallah popul ation

16

10

10

SVA: PHC services and some specialties (pediatrics and
Ob/Gyn) for village/M akhallah population.

FAP*: Medical servicesfor remote village/Makhallahs,
attended by feldshers

3

15

12

* The MOH does not list FAPs, but there are still several active in the Navoi Oblast.

**Not all health facilitiesin Navoi city are listed, because Navoi city isnot considered as project area, and

the project will only work with Oblast Maternity House and Oblast Child Hospital astraining centers.

The medicd sarvices by specidty aredlinicdly or curdtive oriented. The hesalth services
have a geographica area assgned, and dl inhabitants are registered for medica attention

or for specific hedth services ddivery. Oblast- and rayon-levd hedth fecilitiesare

adminigtered by the oblast and local governments. If afamily movesto another
community, the hedth service will send the heelth records of each member of the family
to the assigned hedlth service. Managing the hedlth portfolio based on results oriented
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objectives and indicators, and program performance is at an early stage, as the whole
system is being gradudly “westernized” by means of the hedth reform. Qudity of care,
client satisfaction, demand for services, monitoring performance of service ddivery, etc.,
are new concepts for the mgority of the MOH hedlth saff, as well as community
mobilization srategies, |IEC-Counsding and adult education methodologies.

Access to hedlth services and coverage are extremely high. People in generd, have
access to free-cost hedth services, and there are no private practitionersin rura areas or
amdl communities. The hedth information system has records of every member of the
families by communities. All hedlth events are recorded by the primary hedlth care
system or at the hospitd level. For ingtance, the immunization program keeps dl
vaccination records a the hedth service level. Datatabulation and andysis does not
happen regularly, and there is not enough decision making based on quality data

The following tables shows the hedth personnel who will be involve in the project:

Project Rayons

Health Personnd Navoi Kiziltepa Nurata Konimeh o

First link doctors (GPs and pediatricians) 4 60 4 14 162

Midwives* 69 132 80 29 310

Nurses (neonatol ogists and Ob/Gyn 0 54 19 7 128
department)**

Patronage nurses (home visits)* ** 103 108 261 82 554

Feldshers**** 43 20 104 7 174

Total 291 374 508 155 1328

*Midwife, 3 years of college education. Responsibilities are attention of no-complicated

Ob/Gyn’ s proceduresin hospital level and PHC level.

** Nurse (neonatal), 3 years of college education. Responsibilities are to work with
Neonatologyst in Maternity House or Child hospital and provide health services only to newborns.
***Patronage nurse, 3 years of college education. Responsibilities are visiting nurse to home.
They will work 3 hours at SVP and 3 hours visiting time to houses.

**** Eeldsher, 4 years of college education. Responsibilities are to provide health services at the
PHC servicesin FAP wherethereis no doctor. Feldshers are allowed to prescribe antibiotics.
He/She is between doctor and nurse.

2. Program Description
a. Local and National Partners

Navoi Oblast Health Department. All activities under this project will be carried out
through and in close collaboration with the Oblast Hedlth Department (OHD). The OHD
and its subdivisons (Oblast Maternity House, Oblast Child Hospital, Reproductive
Center, Adolescents Center, IMCI Center, Rayon Health Departments, and Oblast
Hedth Indtitute) organize, plan, and manage health prevention activities in oblast. OHD

is respongble for planning health prevention activities, collecting and analyzing monthly,
quarterly, and yearly reports on work carried in dl hedlth facilitiesin the Oblast; and
giving recommendations to hedlth prevention facilities on improvement of work qudlity.
These reports are collated by the OHD and given to the MOH and Republic Informative
Center. The OHD dso oversees hedlth provider continuing education, quality of care, and
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performance for the Navoi Oblast. The technicd offices — such as the Reproductive
Hedth Center and the Hedlth Indtitute — house local experts that organize trainings and
promote hedlth outreach activitiesin their particular fidds. In addition, the OHD
supervises IMCI, SM, and Adolescent Reproductive Training Centers, which have been
and will continue to be developed and supported under this project.

Navoi Oblast’s Administration (NOA). The NOA and its subdivisions (rayon
adminigration and makhala, committees) oversee and “monitor” al community

activities carried in the rayons and Navoi City — for instance manufacturing and
condruction, population training, and improvementsin loca conditions (hedth, cultura
and, socio-economic). Through coordination with the NOA and the OHD, Project HOPE
will continue to work closdly with makhdlaleaders to involve them in the gpprovdl,
planning, and training of community-based MCH and FP education activities with
community members.

Ministry of Health Department of Uzbekistan. Project HOPE has long standing
relationship with the MOH, beginning in 1998 with the onset of alarge TB project.
(Please see Memorandum of Understanding with Uzbek Government in Annex G).
Before the OHD, Project HOPE and other PV Os can introduce and carry out
interventions based on international protocols, the MOH must pass prikazes (or
government decrees) that require OHDs to comply with the international protocols. For
the new project, dl proposed interventions have been agpproved and are firmly established
by the MOH, with the exception of Safe Motherhood/ Promoting Effective Perinata Care
(PEPC.) Although the WHO-based strategy has been approved, the protocol continuesto
be adapted at the nationa level by the MOH and international NGO working group.
Project HOPE is an active member of the IMCI, SM, and BF working groups and staff
members atend regular meetings in Tashkent. Within the MOH in Tashkent, a number of
offices or ingtitutes serve as technica arms of the MOH. One such office is the Tashkent
Scientific Research Institute of Pediatrics that provides the MOH with technical input,
scientific sudies, and new methods for carrying out effective child hedth interventionsin
the country. The office coordinates IMCI and BF activities in the country.

Synergies With Other Project HOPE MCH/RH Projectsin the CAR region. The Navoi
CS project was amodd for the design of USAID/CAR’s Healthy Family bilaterd
program covering two other oblasts in Uzbekistan. In addition, Project HOPE is
implementing a“sster” CS project in Kyrgyzstan. Navoi’ s best practices have been
incorporated into the design of the bilatera and Kyrgyz projects. Operationaly, the

Navoi Project shares human and financia resources with both the bilaterd project and the
CSHGP Kyrgyzstan project in developing and printing training curriculaand IEC
materias. Likewise, a constant did ogue regarding effectiveness of current practices

flows between the projects through various forums. Project HOPE regiona workshops,
Annud Fal Leadership conference, internet communication, yearly “interchange’ vists,
and by frequent feedback from the headquarter-based Program Manager, who backstops
al MCH programsin the regions and facilitates the dissemination of lessons learned from
al projects. Thereisaso agreat deal of support on the part of the bilatera project for
helping Navoi support administrative needs that needs to be carried out in the capital city
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of Tashkent. The CS project in Navoi will continue to serve as a“laboratory” for the
other programs as well as repository for lessons learned that could be used in other
programs.

Other National/International partners: WHO, UNICEF, UNFPA, and Zdrav Plus. Project
HOPE and the Uzbekistan MOH collaborate nationaly with WHO, utilizing their

internationa protocols for IMCI and PEPC. UNICEF and UNFPA are partners on the
ground. They have collaborated with drugs and contraceptive supply and Project HOPE
shares materials with them and uses their materias for health outreach. Zdrav Plus,

another USAID contractor, works closdly with Project HOPE at the nationa coordination
level and locally on the ground in Navoi, where resources are shared in the creation and
dissemination of IEC materids.

Other local partners. Local NGOsthat include: (a) the Women's Socid Adaptation
Center, (b) “ Hedthy Generation” Foundation of Navai, (c) the Makhadlah Foundation of
Navoi Oblast, and “Tumaris’. The Project isworking with and through these locad NGOs
to train the target adolescent population in carrying out surveys, developing IEC
materids, conducting trainings, and carry out follow up monitoring/supervisory vists.
Other very important local partners are leaders in the community (makhala committee
leaders, grandmother leaders, rdigious leaders), primary hedth facility providers who
live and work in the communities, schoolteachers and adolescent peer counsdlors.

b. Capacity Building

The Project HOPE CS project will upgrade the technicad and manageria operations of the
OHD and its own staff to provide a better quaity of hedth promotion and carein the
pilot rayons and throughout the Oblast. The capacity building approach will beto
drengthen the hedth service functions. Although the DIP includes a number of training
courses and training activities, the project will emphasize the extent to which the
graduates provide technically appropriate and culturaly acceptable servicesinstead of
concentrating on number of trainees or the results of pre-and post-training scores. In
order to achieve this, the OHD and Project HOPE staff will work with facilities and
former trainees on an individua bass targeting upgrading of deficienciesidentified in
externd or sdf-assessments providing quantitative and qualitetive deta, engaging in joint
andyds, decison-making, and corrective action on a continuous basis. The project aso
will expand the role of the existing steering committee and will develop proactive
technical working groups formed to solve problems and improve the overdl system of
MCH/RH care in the oblast. The project will work with the steering committeesto
determine which issues will be better dedlt with viagroup activities at regiond leve, and
which issues will benefit from individua support.

i. Steering Committee
Under the auspices of this project, Project HOPE, OHD and the Makhallah

management team of the NOA developed a steering committee (SC) in the pilot
rayons. Public, and some of the private sector, organizations working in the Navoi
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Oblast were members of the SC and were involved in enforcing key hedlth
interventions and qudity improvement monitoring drategies. The SC met regularly
in Phase 1 to review the DIP, annud plans, and to define the contributions of each
member. The purpose of the SC isto increase inter-agency collaboration,
commitment to CS'SM/RH and to reduce duplication of efforts, while strengthening
the leedership role of the Ministry of Hedlth in a sustainable way. In the new project,
HOPE will continue and expand the role of the SC by including representatives from
the new rayons, nationd and loca NGO partners, and representative community
leaders.

. Technical Working Groups

Members of the SC will initidly develop four multi-disciplinary taskforces, or
technica working groups (TWG). The TWGs will be comprised of SC members and
other outside technica representatives who have relative experience to the TWG.
Their memberswill be technica experts, managers and decison makersin the field of
MCH/RH, and community members. The primary purpose of the working groups
will be to provide aforum for technical oversght and troubleshooting problems that
affect the overal qudity of the hedlth care under the supervision of the OHD. The
four TWGswill be:

Training and Education Working Group (TEWG). The TEWG will support
the implementation of the project’ straining agenda. Members of the TEWG will
be Project HOPE d&ff, chief trainers of the oblast and rayon levels, and other
technical experts. The TEWG' srespongbilities will beto: (1) review thetraining
curricula, gpproaches, and materids for hedth facility saff; (2) maintain adata
bank of gaff and the training they have received, including individud pre- and
post training tests scores, (3) provide technica support to the rayon and
Makhdlah levd trainers, and (4) take an active role in mentoring
monitors/'supervisors to give ondte training related to quality and performance
issues during monitoring vists. The TEWG will work with assgned consultants
to develop new community-based initiatives as well as diagnostic and operations
research activities. The TEWG will aso participate in assessing training activities
and modifying training curricula and training plans based on the results of
monitoring and assessment activities. This group will be responsible for designing
and organizing trainings to update aready trained hedlth providersto the new
internationd protocols.

Quality Assurance and I mprovement Working Group (QAIWG). The
QAIWG will support M&E activities geared towards decison making and
ongoing quaity assurance and improvement activities. The QAIWG will promote
qudity avareness a dl levels of the hedth sysem. Members of the QAIWG will
be Project HOPE daff, Satisticians and department chiefs of the Oblast and rayon
levels. The QAIWG respongbilitieswill beto: (a) review the results of
monitoring: HIS and evauation activities; (b) identify both technica areas of
weekness and facilities with clusters of quaity and performance issues; (C)
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monitor the effects of interventions relative to client needs, strategies, and
implementation and inditutiondization processes, both individual and
group/regiond interventions; and (d) document the overall achievements of the
project. The current HIS and Project HOPE' s M& E tools and instruments will be
integrated more effectively under the QAIWG guidance. Because training and
support in data andlyss and interpretation of the results will be needed over the
course of the project, the members of the QAIWG will be the primary recipients
of the upcoming Technicd Assstance in Quaity Improvement workshop. In
addition, Project HOPE will coordinate and collaborate with the Health Family
project in Tashkent. Healthy Family has a strong HIS component, and its
resources and strategies can be shared with the QAIWG for their mutua benefit.

Management and L ogistics Working Group (MLWG). The MLWG will be
regpongible for improving and assuring the functiondity of the support systems
(i.e., procurement and distribution systems); and equipment maintenance and
repair. The group will be comprised of chief doctors from the rayon level, OHD
officids, and Project HOPE dtaff. The primary focus of the MLWG under this
project will be to monitor the essential drug supply and the condition of necessary
equipment pertinent to carrying out the IMCI, PEPC, and RH protocols
effectivdy. Thisgroup will receive data from the reports ng the hedth
facilities gathered during the monitoring vidts, anayze the results, and make
recommendations to the rayons for budget planning based on their needs. The
recommendations are intended to facilitate focusing scarce resources
appropriately and to educate the OHD on the supply and demand needs of the
secondary and primary hedth facilities.

Behavioral Change and Communication Working Group (BCCWG). The
BCCWG will assst in: () desgning behaviord chenge sirategies, assessing the
population needs, (b) determining the means of formd and informa
communication, and (¢) designing |IEC materids and job-aids. Members of this
group will be g&ff from the Hedlth Ingtitute’s Navoi branch, Project HOPE staff,
loca NGOs, and community representetives. The group will be responsible for
managing aresource “library” of hedth education materids produced in the
country and internationally. The BCCWG will dso adapt, design, and pilot test
|EC materidsin thefield. Lastly, the group will help plan and carry out
campaigns specific to MCH interventions.

iii. Strengthening of Project HOPE Staff
Due to the increased need for Project HOPE technica team assistance, the staff will
participate in a series of technicad meetings, workshops, and training activities

designed to increase their skillsin child and reproductive hedlth, project management
and monitoring and evauation methodologies. Three of the proposed activities are:

LQAS. Thetechnica team dready participated in aLQAS training in Tashkent in
collaboration with the Healthy Family project. Training and assistance, however, will
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gill be needed for the first LQAS exercise in order to strengthen the data collection

tools, data andyds, and use of the results for improving service delivery and

promotion.

Community-Based Strategies. The project will use an externd consultant to
develop and fidd-test community-based strategies and methodologies for health

education and promotion.

English and Computer Classes. Project HOPE will help staff obtain anincreased

certain proficiency in computer and English skillsa aminima cost to the project.

c. Objectives, Interventionsand Activities

The project HOPE team has evolved technicaly and new staff was added in order to
carry out thisfollow-on project. Project HOPE will continue providing technical support
by means of: (1) training oblast/rayons staff in key child surviva and reproductive

hedth interventions; (2) adapting, fidd-testing and expanding standard case management
protocols, (3) developing and field-tested training curricula, (4) developing aMakhdla-

based drategy by identifying Makhdla-level organized groups and leaders and training
them in key hedlth interventions, and (5) improving monitoring and evauation a the

service and community levels.

Thefollowing are the direct target population by rayons.

Beneficiary Populations - — Rayons - Total
Navoi Kiziltepa | Konimeh | Nurata
Children 0-5 years of age 10,253 12,038 3,654 10,771 | 36,716
Women of Reproductive Age (15-49) 18,778 30,581 9,610 18510 | 77,479
Adolescents (15-18 years of age) 7,200 8,800 3,087 6,418 25,505
TOTAL 36,231 51,419 16,351 35,699 | 139,700

The following table shows the percent effort by the various hedth interventions.

I ntervention % of Total Effort
IMCI: ARI/Pneumonia Control 10%
IMCI: Control of Diarrheal Diseases 10%
IMCI: Child Nuitrition 10%
Breastfeeding Promotion 10%
Family Planning 30%
Safe Motherhood/Newborn Care 30%
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INTERVENTION SPECIFIC APPROACH

IMCI: ARI/Pneumonia Control (10%); Control of Diarrheal Diseases (10%); and
Child Nutrition (10%)

Objectives: (1) Increase the proportion of mothers recognizing fast bresthing and
chest indrawing as signs of pneumonia; (2) Increase the proportion of children with
sgns of pneumoniawho were asssted by atrained hedth provider; (3) Increase the
ORT userate; (4) Increase the percentage of mothers who recognize danger and
dehydration signs, (5) Increase the percentage of mothers who give the child
more/equa amounts of liquids during diarrhea; (6) Increase the number of mothers
who continued feeding the child during a diarrhea episode; and (7) Increase
appropriate complementary feeding practices after Sx months of age; i.e., quantity
and qudlity of foods, breastfeeding firgt then foods, and introduction of micronutrients
(Fe, iodine and Vitamin A.)

Main activities: Project HOPE will improve the access and qudity of child hedth
sarvices by emphasizing health education and preventive measures a the home leve;
ensuring that hedlth providers give quality services by means of standard IMCI
protocols; and supporting and adapting new initiatives to improve quality, access and
coverage of services (i.e.,, community mobilization, male and grandmother
involvement). For this next Phase, HOPE will carry out the same IMCI training
activities carried out under phase 1 in the new rayons and will train any gppropriate
hedlth providersin the old rayons who previoudy were not trained in Phase 1. The
new rayonswill benefit from the experiences from the old rayons, which will dso
serve as modd s for experience and observations for health providersin the new
rayons. Project HOPE will carry out focused quaity improvement activities
respongve to facility and provider needs and circumstances, in group mode or
individudly, educationd (training) or motivation and technica support, and will
develop a comprehensive hedlth education strategy for the communities.

Training curriculaand training plan: Thefirg activity the team will carry out isto
train and refresh gppropriate hedth providers from pilot rayonsin the 11-day WHO
gtandard IMCI training and a 3-day course based on the trandated Community- IMCI
(C-IMCI) training curricula® Priority topicswill indude:

Evauating the child to determine: (1) pneumoniain children with a cough or
difficulty bresthing, (2) dehydration and complicated diarrheasigns and
symptoms, (3) nutritiona practices, and (4) the status of vaccinations.

Classify children’sillnesses asto: (1) acute illnesses, acute pneumonia,
pneumonia or no pneumonia; (2) diarrheawith dehydration (severe or not severe)
or diarrheawith complications or diarrhea without dehydration; (3) nutritiona
gatus (hedthy or mild, moderate or severe manutrition); and (4) immunization
coverage (timely and complete or not).

Treatment of illnesses and gppropriate, timely follow-up.

13 Refresher courses will be condensed to fewer days, depending on analysis of monitoring visits.
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Parentd counsdling on treetment and prevention.

Immediate referras to hedth centers and hospitals for more severe cases.
Clinica charts and information regidtry.

Include a section on adult education methodologies.

Project HOPE will carry out a5-day Training of Trainers (TOT) for generd
practitioners and pediatricians'®. Twenty trainers who have been aready trained will
receive refresher training, and 20 more will be trained for the new rayons.

For dl IMCI trainings, asfor dl trainings sponsored by Project HOPE under this
project, pre- and post-tests will be administered to trainees to measure short-term
success relative to the participant learning curve and trainer’ s didactic skills,

Two-hundred and three generd practitioners, pediatricians and feldshers will be
trained using the standard WHO 11 days training framework™, and 470 primary
health care workers (patronage nurses, nurses and midwives) will betrained ina 3-
day adapted IMCI course'®. Trainingswill dl utilize participatory educational
techniques. Project HOPE will aso incorporate lessons learned from the HF Project,
where gaff are developing and field testing amodule on adult education

methodol ogy.

The project will use the IMCI training center that was indtaled a the Navoi pediatric
hospital during the previous project to carry out most of the TOT and some 11-day
courses. Training of primary hedth care saff will be carried out in the Central Rayon
Hospitas. A specific training plan will be developed by the IMCI training center and
fecility. Finaly, Project HOPE will create two new training centers'roomsin the new
rayons at the central rayon hospitals'’. Trainers formed under Phase 1 will be utilized
to conduct trainings in new rayons and encouraged to share their experiences with
hedlth providers from the new rayons.

Makhallah/Community-Based IMCI: In Phase 1, Project HOPE staff disseminated
the key 16 WHO/UNICEF family practices through hedlth education and IEC
materids. For Phase 2, Project HOPE will contract an externa consultant with
expertise in community mobilization and adult education to help develop atraining
curriculaand atraining plan for work in the communities. The project will work

closaly with members of the BCCWG and rayon primary hedth care workers
(patronage nurses and feldshers) to develop and disseminate messagesin a
Makhallah-based MCH dirategy, which will consist of key messages to support IMCI.
Hedth workers, particularly outreach “patronage’ nurses will also be targeted to

14 Manual for teachers on modules - WHO/UNICEF, Health Ministry of Republic of Uzbekistan, 1998

15 IMCI “Examination and classification of asick child at the age from 2 monthstill 5 years — WHO/UNICEF, World
Health Organization, Health Ministry of Republic of Uzbekistan, 2000

18 Training manual on C-IMCI for patronage nurses - Tashkent, Republican Institute of Pediatrics, WHO/UNICEF,
2002

17 The rayon health facilities have not been renovated since at least the collapse of the Soviet Union in 1992. Creation
of training rooms in the Central Rayon Hospitals involves general repairs to one or two rooms, painting walls, and
purchasing tables and chairs for trainings.
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receive training or orientation as to how to work at the community level and to carry
out hedth education. This strategy will be multi- sectora at the ground level and will
be targeted towards the following community members:

0 Grandmothers. Elder women, grandmothers and community leaders such as
Mullah-Bibis (femde religious leaders) are usualy present at weddings and when
children pass from the mother’ s Sde to the cradle, so they are perfect to provide
first hand counsdling on key child protective behaviors. Project HOPE has
carried out a diagnostic study of the grandmothers’ involvement®® that gave
recommendations on how to develop an effective and appropriate community-
based intervention. Project HOPE will continue with this consultancy to fully
develop community-based activities.

0 Makhallah leaders, particularly the female leaders, who can aso be trained to
provide hedlth education and counsding a the community levd. Makhdlah
leaders usualy work in close collaboration with the hedlth services, and their
functions are to enforce MOH hedlth programs, community organization and link
with the loca hedlth service,

o0 Male community members. Project HOPE will dso carry out a diagnostic study to
determine maes’ involvement in childcare. Based on the study results, it will
define interventions to involve men in child's care and helth education (please
refer to the M& E section to see possible operations research activities). One such
intervention might involve targeting Mullahs (Male rdligious leaders) who dedl
lesswith hedth and family issues, but have a powerful influence on the mae
members of the community

Behavior Change Communication (BCC): Asdescribed above, the BCC strategy
a the community level will continue to target messages from some of the IMCI’s 16
key practices desgned to foster the growth and development of hedthy children less
than five years of age'®. Materids designed by funds from Glaxo Smith Klinein
Phase 1 will be updated and used in Phase 2. In particular, the basdine indicates a
need for more education with respect to the Sgns of dehydration and determining
when a child has a complicated diarrhed disease and needs medicd attention. The
basdline dso shows that families recognize respiratory difficulty as a symptom of
seriousillness, but they do not associate it with pneumonia. The project will clarify
the key indications that determine if a child has pneumonia and needs medica
attention. Findly, to strengthen the work that Project HOPE dready initiated in
newborn nutrition (i.e., exclusive breastfeeding), the basdline report showsthat in this
project, efforts must aso focus on educating families to introduce solid and semisolid
foods by means of weaning the child with quality foods and micronutrients (iron,

18 Report on “The Role of Grandmothers and other household actorsin maternal and child health. A qualitative
community study.” Project HOPE Navoi, Uzbekistan. July 2003. J. Aubel, PhD, MPH, Consultant ; N. Muratova,
MD; N. Bosorova, Midwife; L. Djelilova, MD, IEC; D. Allabergenova, MD; N. Shaymanov, MD; and A. Kuchimov,
MD.

19 Series HCT/AIEPI 62(3).I. WHO and UNICEF, Integrated Management of Childhood IlIness, IMCI. 16 Key
Family Practices. Pan American Health Organization, Division of Disease Prevention and Control/Communicable
Diseases Program/I ntegrated Management of Childhood IlIness IMCI; American Red Cross, International Services,
International Health Program, Integrated M anagement of Childhood IlIness IMCI.
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iodine and Vitamin A).

At the hedth facility level, emphasis on qudity improvement of monitoring and
supervison will strengthen BCC activities. The project will promote immunization
education and will urge the Oblast Health Department to alow familiesto possess
sometype of EPI card. Likewise, the project will strengthen the monitoring and
logistic systems of the OHD to assure the congstant availability of the essentia drugs
and medicines.

Quiality Issues. Project HOPE is committed to implementing a client focused
gpproach to providing child hedlth information and servicesin ways thet directly
respond to the percelved needs and expectations of the population. Issues of full and
baanced information through quality counsdling will aso be important dements

when training health workers. In terms of Monitoring and Evauation (M& E), Project
HOPE' s gpproach will be to work with the Steering Committee and its subsequent
working groupsin order to promote an identification, prevention and problem-solving
focus that should dlow continuous improvement in the qudity of care. The project
will dso assst IMCI trainers to monitor its implementation and the qudity of service
delivery. According to WHO IMCI protocol, recent trainees of the IMCI curricula
should be monitored one month after being trained to seeif they are carrying out the
new protocol accurately and, if not, to conduct quality refresher training on site. The
project will do thisaswdl (i.e, trainees will recelve ther certification for IMCI
training in the field only after this monitoring visit and if they pass by scoring 85% or
above on the checkligt protocols). If the hedlth trainees do poorly on the monitoring
vigt, the monitor will work with the hedlth provider to review the training and revigit
the heslth provider on a surprise-monitoring vist in the future. Every 6 months after
being trained in IMCI, Project HOPE will monitor a sample number of trainees usng
LQAS methodology to see how IMCI is being implemented and to feed this
information into OHD and the QAIWG.

i, Breastfeeding Promotion (10%)

Objectives: (1) Increase the percentage of mothers exclusvely breastfeeding their
infant for the first Sx months; (2) Increase the percent of children receiving BF
during the first hour of birth; (3) and Increase the percent of newborns that are put
skin-to-skin contact with mother immediately after birth, and for at least 30 minutes.

Main activities: Project HOPE will improve the qudity of the mother and newborn
care by complying with the Baby- Friendly approact?®. Hedlth education will focuson
breastfeeding practices a the family leve. Inthe old rayons, Project HOPE, in
collaboration with MOH and UNICEF, will focus on maintaining good retings and
the re-certification of facilities dready in the Baby-Friendly Initiative. Hedlth

providers and dl gtaff from the new rayon maternity houses will be trained in the
Baby- Friendly methodology and go through the certification process. At the end of

2 Tools on conducting monitoring and evaluation for WHO/UNICEF Initiative on creating "Baby friendly clinics',
WHO/UNICEF, August, 1992.
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the program, the god is that dl maternity housesin the pilot rayonswill be certified
or have been recertified.

Certification of Baby-Friendly Hospitals. Thisinternationd initiative is based on
the WHO “10 Steps to Successful Breastfeeding” 2. The recertification process
occurs every 2 years and is carried out by MOH central level and UNICEF. Project
HOPE will continue to use the standard WHO manuds for trainers and participants’,
which have been trandated into Uzbek from the Russian by Project HOPE. Thetotd
number of hedth staff to be trained is 699, which are drawn from Ob/Gyn, GPs,
midwives, feldshers, nurses and patronage nurses. Project HOPE will carry out
training and refresher training in close collaboration with the OHD, and every six
months each maternity house will carry out training sessons for new gaff.

To date, the Baby-Friendly Hospitd initiative has only been goplied to the maternity
houses at the Oblast and Rayon levelsin pilot rayons, but the MOH, the Nationd
Pediatric Research Indtitute, international NGO representatives (including Project
HOPE) and their colleaguesin the nationa multi-sectoral Baby- Friendly Working
Group have been discussng with WHO the possibility of expanding Baby- Friendly
Certification to Children’s Hospita's. When the package on client-focused “Mother
and Child Friendly Clinics’ is developed at the nationd level, Project HOPE will
explore the possibility of expanding focus to include the Children’s Hospitasin the
pilot regions.

Breastfeeding Support Groups. The FE of the previous project concluded that these
groups were highly successful and should be expanded. Maternity houses hold regular
mestings with mothers' support groups (M SG), community facilitators and activists.
The objective of theses meetings is to educate mothers on breastfeeding and child
hedth in generd. Project HOPE will expand thiswork to the SUB(rurd Community
hospita), SVP and FAP levels thereby involving midwives and feldshers

BCC and M akhallah/Community-Based work: Project HOPE will also add
breastfeeding when developing an intervention with grandmothers and Mullah-Bibis
and other community leaders. The intervention will first be carried out on a pilot
bas's, and then it will be up-scaled based on the results and lessons learned from the
pilot experience.

Once ayear, Project HOPE will participate and endorse the “ Breastfeeding Week,”
which is organized and implemented by the MOH and collaborating agencies.
During that week, there are mass media messages and hedlth fairs at the Makhalah

2L 1. Follow fixed BF rules and have health staff and women in childbirth know them; 2. Train medical staff to be more
skilled on BF practice; 3. Provide Information to all pregnant women on BF advantages and technique; 4. Help mothers
start BF during 30 minutes after delivery; 5. Show mothers how to breastfeed and save breast milk if separated from
their babies; 6. Do not give babies any food or liquid but only breast milk unless there are medical reasons not to
breastfeed; 7. Encourge the practice of mothers and babies staying together all the time; 8. Encourage BF on demand,
not on the schedule; 9. Do not give BF babies sedatives and nipple/breast substitutes; and 10. Encourage organization
of BF support group and direct mothers to these groups prior to discharge from the maternity house or hospital.

22 Counseling on Breastfeeding. WHO/CDD/93.4. Training manual and participants manual.
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centers. Also, during the “Breastfeeding Week” Project HOPE will continue to
organize competitions directed to breastfeeding mothers and families.

Findly, the FE found that mother support groups (MSG) were well accepted by
community members. The project will provide TV and VCR setsto the new rayon
maternity houses and the FAPS where the OHD expands the MSG work. Video tapes,
which were developed and fidd tested by Healthy Family Project and UNICEF
(trandated into Uzbek by Navoi CSHGP), will be shown on VCRsin the maternity
houses during training of hedlth providers and other community leeders and for new
mothersto view.

Quality: Like other WHO protocols, the Baby-Friendly Hospitd Certification
protocol comes with a series of monitoring requirements that in turn have been
adapted to local needs. The monitorstrained in Phase 1 to carry out Baby-Friendly
monitoring will continue to vist maternity houses two months and 6 months after
maternity house hedlth providers have been trained in the methodology. They will use
the series of instruments, exit interviews and checklists provided by WHO to see what
progress is being made in becoming a Baby-Friendly service Ste. The Nationd
Certification team from Tashkent will be invited gpproximately one year after all
hedlth providers have been trained. The hedlth facility will be certified based on their
compliance with WHO's“10 steps’ guidedines. Once a maternity house has been
certified, the monitoring teams will continue making sure that the hedith facilities
continue to follow the Baby-Friendly protocol. Recertification takes place every two
years. All monitoring reports will be shared with the QAIWG where the informetion
will be andyzed. In the past, the SC took grest pride in this certification process and
most members were present at the certification awards ceremony. Project HOPE
expects this support to continue.

Safe Motherhood/Newborn Care (30%)

Objectives. (1) Increase the number of mothers who received/buy iron supplements
while pregnant; (2) Increase the percent of mothers who had at least one postpartum
check-up; and (3) Increase the percent of mothers who know the danger during
pregnancy, delivery and postpartum that indicate the need for treatment.

Main activities: The project will: (1) am to improve the access and quality of safe
motherhood services in the target rayons, (2) ensure that hedlth facility hedth workers
provide quaity services, and (3) support and adapt new initiatives to improve qudlity,
access, and coverage of Safe Motherhood services.

The main intervention strategy will follow the WHO PEPC (Promoting Effective
Perinatd Care) approach. PEPC will be introduced by a 9-day courseto hedth
providers (Ob/Gyns and midwives). The training package will include a manua for
trainers (developed by WHO and adapted by the PRIME |1 Project), an information
guide and training aids for course participants. National protocols for PEPC had not
been established until the recently passed (2004) Prikaz #500 that calls for
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internationa guiddines in Safe Motherhood. Relevant hedlth providers from new
rayonswill be trained for the first time in PEPC under the current protocol ordered
under prikaz #500. Providers trained in Safe Motherhood (SM) under phase 1 will be
updated to these new protocols in Phase 2 refresher trainings.

Training plan: The project will carry out TOTs and then train hedth staff on Sefe
Motherhood. The priority topicswill indude:

Pregnancy care: (1) identifying high-risk pregnancies, (2) providing TT vaccines
and immunoglobulin, (3) adminigering iron folate, (4) FP counsding, (5)
scheduling births at hedlth services and preparing for potentid emergencies, and
(6) orienting new parents

Labor and delivery care: (1) care for normd births, including active management
of the third stage of labor, (2) use of the partograph, (3) psychological support
during labor, (4) identifying Sgns and symptoms of obstetric complications and
need for immediate care/referrd, (5) care of the newborn, (5) management of
asphyxia of the newborn; (6) place the newborn skin-to-skin with the mother, and
(7) invite the father/family member to be present during the delivery for support.
Postpartum care: (1) LAM and nutrition for nursing newborns, (2) FP counseling,
and (3) child hedlth care

Neonatal resuscitation course for neonatal physicians®®.

Follow up and home visits

Nutrition for the pregnant and |actating women.

Hedlth information systems and information management.

Curricula: Training of trainerswill be carried out based on an AVSC?* and PRIME
Il manuals?®. 15 trainers will be developed for the new two rayons. Then the project
will carry out a9-day courses directed to 222 OB/GY N's, midwives of the Centrd
Rayon Hospitals (CRH) and Rural Hospitals (SUB). A detailed training work plan
will be developed to specify the number of training sessons. In addition, the project
will carry out a series of 5-day courses directed towards neonatologists, nurses of
CRHsand SUBs. Findly, aseries of 6-day training courses will be carried out to
train atotal of 551 midwives, GPs, nurses and feldshers of SVPs, SVAs (rurd
physician ambulatory clinics), and FAPs.

Training of trainers and some training sessonswill be carried out at the Oblast

23 Reanimation neonatal (Skills book for instructors), American Heart Association. American Academy of Pediatrics.
2000. Authors Neil Finer, MD,FAAP; Joseph Finer, MD,FAAP; Susan Niermeyer , MD,FAAP; Joseph Zennel ,
MD,FAAP.

2 TOT: A manual for Trainers of Reproductive Health. AV SC International, 1996

2% Trainers Guide on "Management of Normal pregnancy, Normal deliveries, Postnatal Period and Prevention of
Complications', Uzbek and Russian versions, PRIME I1/Intrah, 2003.

2. Participants Guide on "Management of Normal Pregnancy, Normal Deliveries, Postnatal Period and Prevention of
Complications"’, Uzbek and Russian versions, PRIME Il/Intrah, 2003.

3. Information Guide on "Management of Normal Pregnancy, Normal Deliveries, Postnatal Period and Prevention of
Complications"’, Uzbek and Russian versions, PRIME Il/Intrah, 2003.

4. Training slides on "Management of Normal Pregnancy, Normal Deliveries, Postnatal Period and Prevention of
complications', Uzbek and Russian versions, PRIME [1/Intrah, 2003.
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Maternity House Training Center in Navoi City. Thetraining center will carry out
the same functions as the IMCI training center, only with afocus in coordinating the
SM activities for the Oblast. The rest of the training sessons will be carried out at the
rayon level, rayon maternity houses and rayon hospitals.

BCC and M akhallah/Community-Based work: At the hedth facility level, amilar
to the IMCI intervention, the emphasis of the SM/BCC strategy will beimproving
provider knowledge and practice of the SM protocol, and in particular, how essentia
information is conveyed to patients. Change in provider behavior will be monitored in
quaity supervisory and monitoring vists. The SC working groups will be agents for
fadilitating changes that help a hedlth provider carry out the PEPC guiddines. For
ingtance, the QAIWG will andlyze the primary hedth facility monitoring reports to
determine what essential OB/GY N/neonatal supplies and medicines, case
management protocols, and |EC/counsding materids are available in the hedth
fadilities

At the Makhdlah level, Project HOPE will carry out an integrated Makhal lah based
MCH drategy, which will conssts of key messagesin prenatd, ddivery, neonatd
and postpartum care. The Strategy, as mentioned previoudy in the section on IMCI
prevention, will target naturd leaders in the communities — grandmothers, Mullah
Bibbis, and mae leaders. Since most obstetrical complications occur when awoman
is aready under the care of ahedlth provider, key messages for the community
members will focus on those specific to the prenata and postpartum period (e.g., the
importance of taking iron supplementation during pregnancy or exclusive
breastfeeding postpartum).

Quality: Project HOPE will focus on improving the quality of SM service ddivery
through close monitoring and supervison of the service ddivery and the Makhdlah
levels. Complete information about prenata, delivery and postnatal care will be based
on quality counsding and the ddivery of quality messages through hedth facility and
community based hedth workers. As stated in previous sections, Project HOPE is
committed to implementing a dient-focused approach in SM as wll.

Project HOPE staff have been trained in the WHO standard M& E toals, which
address SM issues a dl level of the hedth care system and the quality of service
delivery?®. Project HOPE and OHD staff will implement these tools with the overall
purpose of detecting/identifying problems and dlowing the QAIWG to make
decisons as to what needs to be adjusted in terms of training, service delivery,
counsdling, and supplies and equipment. The project will monitor a sample number
of services usng LQAS methodology to see how SM is being implemented and to

% Thetools includes questionnaires, guides and observations list: 1. Antenatal Record Review; 2. Antenatal Client
Exit Interview; 3. Norma Delivery Record Review (Partograph); 4. Complicated delivery (obstructed labour) record
review (Partograph); 5. Complicated delivery (eclampsia or pre-eclampsia) record review; 6. Postpartum Care
Observation; 7. Postpartum Client Exit Interview; 8. Family Planning Observation Guide; 9. Family Planning Client
Exit Interview; 10. STI Patient Consultation Observation; 11. Exit Interview for STI Patients; 12. Interview with
OB/GY N or midwife; 13. Facility Management; 14. Checklist for Instruments, Gloves and Equipment Processing.
WHO/Safe Motherhood Program.
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feed thisinformation into OHD and the QAI WG. It should be pointed out, however,
that the project team will not apply dl WHO tools a once but will design and
smplify them to be manageable in terms of resources and time. The decison asto
what tools to be used will be an exercise the team will carry out on an ongoing basis.

At the community and Makhdlah leve, the project will use a combination of tools
and methodol ogies to provide a complete understanding of the knowledge and
practices of the community, leaders and other socid actors, such asreligious leaders,
grandmothers, etc., involved in health education and socid mobilization. Tools
include: (a) close-ended questionnaires to be gpplied at the household level during
LQAS assessments that are based on the KPC 2000 indicators, and (b) rapid
assessment procedures (focus groups, key informant interviews and in-depth-
interviews) about knowledge and practices of the population regarding SM
knowledge and practices. These exercises will be gpplied in the following manner:
(&) during LQAS sessions and on an as-needed basis, (b) when identifying and
detecting problems in health education, and (c) when incorporating key messagesinto
|EC dissemination and community participation. The external consultant contracted
to help design the mahkalah-based strategy will dso help select gppropriate
indicators for LQAS monitoring and for rapid appraisal procedures (RAP).

Family Planning (30%)

Objectives: (1) Increase the number of women/couples with abirth interva at least
24 months after the previous surviving child; (2) Increase the number of
women/adolescent/couples knowledge of the reproductive cycle; (3) Increase the
number of non-pregnant women who desire no more children or space births and are
using a modern method of FP; and (4) Increase the number of family planning dients
who received counsdling on contraceptive choices, common side effects, and when to
return for follow-up.

Main activities. The project will: (1) am to improve the access and qudity of
family planning services in the target Rayons, (2) emphasize sexud education; (3)
ensure that health facility health workers provide quaity services; (4) develop
adolescent-friendly hedth services strategy: (5) support and adapt new initiatives to
improve quality, access and coverage of FP services, and (6) strengthen M& E
systemsfor qudity improvement.

Training Curricula and training plan: Thefirg activity the project will carry out is
TOTsand then training hedth staff in family planning. Curricula have been chosen
from various sources — including Engender Hedlth, HPIEGO, and Zdrav Plus®’. The

27 1. Guideline on counseling of the Family Planning patient, Uzbek version,

Project HOPE, 2003.

2. A Manual for Trainers on RH, Russian version, 1996, AV SC International.

3. The Essentias of Contraceptive Technology: A Handbook for Clinical Staff. R. Hatcher, W. Reinehart, R.
Blackburn, and J. Geller. JohnsHopkins Population Information Program. July 1997

4, A Manua on RH, Uzbek version, 2002, JPHEIGO.

5. Album "Family Planning", Engender Health, Uzbek version, 2002.
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prlorlty topicswill indude:
Generd counsdling so that users can make choices based on appropriate and
correct information regarding dl of the available methods, and then given
additiond information on the use of the method chosen.
Provision of contraceptive methods (ora contraceptives, injectables, condoms,
spermicide, surgica gterilization, and naturd methods such as Lactationd
Amenorrhea Method (LAM) and the Standard Days Method) a the community
leve, incdluding counsdling, method ddlivery, and follow-up.
Contraceptive counsding and informed consent, screening tests, counsdling on
natura methods (LAM and Standard Days Method), and for some health services,
|UD insertior?® (incdluding training on mechanisms of action, insertion and
remova techniques, infection prevention, prescription of prophylactic antibiotics,
problem resolution, and follow up) & the clinica levd.
Management of secondary effects.
Hedlth information system and information management.

Thefirg training activity will be to develop 20 trainers from the centrd rayon
hospitds. Following this, the project will carry out two levels of FP and counsding
training, a5-day course for Ob/Gyns and GP staff, followed by a 3-day course for
patronage nurses, totaling 107 Ob/Gyn, GPs and midwives from al levels of the
hedth system. Findly, 475 patronage nurses and feldshers of SUBs, SVPs, SVAsS
and FAPs (120 in old rayons and 343 in new rayons) will betrained. The project will
develop afour-year training plan to reach the proposed number of staff (see work
plan). Training Sites are the Reproductive Hedlth Center in Navoi City, which hasdl
the necessary equipment (dide projector and dides, pelvic modds, etc.), and training
rooms a the Rayon levels.

The project is dso exploring the possibility of continuing surgica contraception
(minilgp) traning for hedth providers. Thiswill defined with the OHD during the
first year of the project.

BCC and M akhallah/Community-based work focused on WRA and their
partners. The project will initiate sessons under the new community Strategy to
orient Makhallah committees and leadersin reproductive hedth and family planning.
The purpose of involving communitiesisto diversify and extend sexua education
and reproductive hedlth to more people in the community by providing direct
messages to the generd population. The project also needs to identify the traditiond
means of communicating used in the community in order to reach men and youth as
well as women. In addition, the basdline showed a disproportionately high use of the
IUD. The project will seek to determine whether the popularity of the IUD is due to
provider bias, coercion, lack of availability/cost of other methods, or other possible

6. Reproductive Health, ZdravPlus, Uzbek version, 2000.

7. Set of dides on conducting RH seminar, Engender Health, Russian

version, 2001.

8. The Essentials of Contraceptive Technology: A Handbook for Clinical Staff. R. Hatcher, W. Reinehart, R.
Blackburn, and J. Geller. Johns Hopkins Population Information Program. July 1997.

2 The WHO Selective Recommendations for Provision of Contraceptives (published in 2001).
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causes, including patient preference, before taking any action.

Adolescents Reproductive and Sexual Health (ARSH): Inmid-2003, ayearlong
ARSH project began with funds from Project HOPE Switzerland. The project had two
main gods: (1) to increase adolescents knowledge about sexuality and reproductive
hedlth and (2) to develop an adolescent-friendly hedlth services srategy. USAID funds
in this project will provide the basis to scale up and continue working with the adol escent
population under the present project. Specifically, the project has updated a TOT manud
and guide to train trainers®® that will be used to train, in total, about 240 hedlth providers
GPs, midwives and patronage nurses as well as 240 school teachers. The work will be
done mainly a the school leve and at hedth facilities, but will not involve vidtsto
adolescents’ homes.

The school system in Navoi has a sexua education program for the adol escent
population. Project HOPE has dready developed and field-tested educationd materias
to srengthen the Nationd “Hedthy Family Planning” program at the school level. The
project will carry out an evauation of the school level materids developed in order to
expand the activities and materids in other schools. In addition, Project HOPE's CS
Project will train about 30 adolescents and train 2 teachersin each school, 160 peer
educators, and will provide materias to supplement reproductive hedth materiad
currently in the school libraries.

At the hedlth facility leve, Project HOPE will implement “Y outh Friendly Services’ in
Navoi City and rayons as apilot experience. Intotd, the project will train 240 hedlth
workers and will create one youth-friendly hedth “ared’ in each of the project rayons.
The hedlth providers current training curriculum focuses on sexualy transmitted
diseases, but the project will add sexual education and boost provider skills for how to
work with this vulnerable population. The project will adapt and use the * Focus on

Y oung Adults, 2000” manual®®.

The project will develop and adapt IEC materids and an ARSH grategy with the
participation of the OHD Adolescent Hedlth Center, the BCCWG, loca leaders and input
from the adolescent population, and loca NGOs working with youth in the communities.

BCC and M akhallah/Community-based wor k: Knowledge of reproductive hedth and
sexudlity was extremdy low when interviewing adolescents in the basdline survey — only
3.9% of boys and 13.2% of girls knew that there are days in the menstrua cycle when
women are more likely to get pregnant. In addition, only 1.3% reported that women are
likely to get pregnant half-way between mengtrua cycles. The basdine discussons with
community leaders showed that girls are ignorant of the secondary changesin their
growing bodies (breast development, mengtruations, etc.) because their parentselders do
not usudly explain them to the girls. Asaresult, thereis great ded of fear and confusion

2 TOT -“Adolescents Reproductive and Sexual Health”- amanual for trainers (Uzbek and Russian versions), Project
Hope, Navoi 2003; and TOT —*“ Adolescents Reproductive and Sexua Health”- aguide for trainers (Uzbek and Russian
versions), Project Hope, Navoi 2003.

%0 A Guide to Monitoring and Eval uating Adolescent Reproductive Health

Programs. Focus on Y oung Adults, Tool Series 5, June 2000

35



asto what is hgppening to them. Likewise, the basdine showed that while most
adolescents had heard of HIV/AIDS, few had heard of other STIs. Perhapsthisisdueto
the media attention given to HIV/AIDS. Lastly, the project will atempt to address the
gender bias in the adolescent population towards “thinking it isimportant to be avirgin
before marriage’. Project HOPE' s current work showsthat girlstend to fed thisis
important while boys tend to fed that they need sexud experience before marriage.

Quiality: Project HOPE will focus on improving the qudity of FP service ddivery
through training, community education and close monitoring® and supervision.
Complete information about the reproductive cycle, the full range of family planning
methods and informed choice will be achieved through qudity counsding at both the
hedlth facility and the community levels. In addition, the project will monitor the qudity
of the reproductive and sexua education activities at the school level and at the youth
centersin Navoi City and sdlected hedth facilities.

The QAIWG, in close coordination with the Oblast and rayon atisticians and the
MLWG will design, collect and anayze data from different sources (e.g., MOH hedth
information system and LQAS and qudlitative methods) in order to detect problemsin the
delivery of FP and sexua education, and to devise feasible and sustainable solutions. It
has been observed that FP service ddlivery has been hindered by the lack and poor
digtribution of family planning methods, hence, the MLWG will be involved in the

process. We view these working groups as interdependent, and they will fully coordinate
and collaborate to provide the support required to improve the qudity of service ddivery.

Aswith the other interventions, the project will use a combination of instruments and
tools®? to assess the quality of activities at the community and school level. Animportant
role will be given to community educators, such as grandmothers (including Mullah
bibis), who will be empowered with information on educating families and women about
the woman' s reproductive cycle, how to avoid unwanted pregnancies and how to plan
family size and spacing between children. The project will then monitor the quaity of
the hedth messages and how education is tranamitted to women, young girls, young
boys, and families. Results of monitoring will be used to adjust or refine the hedlth
education messages, training or trainers and community-based strategies. The externd
consultant appointed to assist the team to devel op the community-based Strategies will
a0 be requested to devise means of tracking quality indicators for decision making.

Although the ARH activitieswill be monitored as part of the overal monitoring
componert, it will have an additiona component to assess reproductive hedth education
at the school level and at the youth centers.

31 Follow-up and monitoring tools on RH/FP, AV SC International, 1996.

32T ools adapted have been selected from the following resources:

a. A Rapid Assessment of Y outh Friendly Reproductive Health Services,
Pathfinder International, Number 4, September 2003.

b. Clinic Asssessment of Y outh Friendly Services. A Tool for Assessing and
Improving Reproductive Health Services for Y outh, Pathfinder International,
1997.
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3. Program Monitoring and Evaluation Plan

The monitoring and evauation plan is desgned to register, andyze and make decisons
regarding the actions implemented by Project HOPE and its main counterpart, the Navoi
Hedth Department. The M& E plan will dso aim to indicate performance and qudity of
sarvice ddivery and community-based work, and to provide criteria that guarantee that
the goas and objectives have been met.

The M&E plan is based on a series of data sources and methodologies that are
complementary and will provide information on different levels of the Navoi hedth
system and community-based activities. Project HOPE will expand the function of the
MCH gteering committee to develop four multi-disciplinary taskforces or Technica
Working Groups (TWG), which athough independent, will fully coordinate and
collaborate to provide an integrated view to guarantee the successes and
inditutionaization of project activities. These TWGs will triangulate and complement
sources of information and involve hedth g&ff in dataandysis and interpretation for
decison making. As described in the Capacity Building section, the QAIWG will review
the results of the M& E system, identify areas of weakness and will suggest and/or make
project changes to respond to the identified needs.

Each project intervention has a particular M& E plan with different information needs,
and each will use different M& E instruments and methodologies. Each specific “plan for
achieving quality” is described in the Intervention Specific Approach Section. The
overd| plan for the M&E and its components are described below.

KPC Surveys. A 30-cluster cross sectiond survey will be carried out at the beginning
and a the end of the project. The survey will target mothers of children under 24 months
of age, women of reproductive age, and adolescents (See the baseline survey report in
the Annex E)

Health Facility Assessment. A basdine HFA using an approximately 50% sample of dl
facilities has been carried out externdly in the origind two rayons a the end of the
previous project, and will be carried out in the two new rayons in 100% of fecilities as
part of the intervention Quality Improvement processes.

Mid-term Evaluation. Project HOPE will carry out a mid-term evauation according to
USAID/CSHGP guiddines. In addition, an externa consultant will assessthe training
plan and M& E systems development, implementation and decison making and provide
recommendations for the second half of Phase 2 of the project.

MOH Health Information and Supervison System: The project will continue usng
the MOH hedlth information systemn to obtain information on basic demographic
indicators, logistic systems and ddivery of project interventions. The MOH hedth
information system collects information from |l levels of care specific to adult, maternd
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and child hedth interventions. Information includes vitd statistics by catchment areas
(i.e, total population by gender and age, newborns, deaths and number of cases attended
by hedth intervention or specidty.) The system aso tracks information about the hedlth
system structure (i.e., hedth services by speciaty, hedth personnd, and basic equipment
and supplies, etc.) All of thisinformation is then compiled & the rayon and oblast levels.
Therefore, the project will support and strengthen the system by facilitating analys's of
data and decison making. Some project indicators can only be obtained from the MOH
hedlth information system, such us couple of years of protection (CY P) and new users of
FP.

At the primary hedlth care levd, there are dso other sources of information that are
utilized by hedlth care workers such as patients clinica records, information collected on
home vigts and during other community-based activities. Thisinformation will be used
to assess quality of service ddivery and qudity improvement by means of record reviews
and the assessment of patients satisfaction with the services received.

Lot Quality Assurance Sampling (L QAS)**¥3*: |n addition to the MOH hedith
information system, Project HOPE will implement the LQAS methodology to assess the
quality of service delivery, saff performance and the delivery of key messages.

The project will emphasize monitoring &t the primary hedth care leve, and the

monitoring cycle will be every sx months. The supervison/monitoring areato be chosen
will be the population served by a SUB, SVP, SVA or FAP. A two-dage sampling
design will be gpplied. The firgt stage will be to select three supervisorn/monitoring aress
for each one of the four project rayons, totaling 12. The second stage will be to select 19
households from the selected supervison/monitoring aress, totaing 228. In addition, in
each caichment area, the project will monitor activitiesin the loca hedth facility, the
Makhallah center and secondary schools where we are working in ARH.

Other components of the M& E planindude:

o Household Interviews: The project will interview 19 familiesin each supervison
area. Questions will be selected from the KPC and Flex Funds questionnaires, plus
other information the TWGs consider necessary. The household questionnaireswill
be short and will focus on only afew key hedth practices.

o Health Facility: At the hedth facility level, the project aready has adapted and
goplied the sandard WHO ingtruments for IMCI and SM for the final eva uation of
the first phase of the project. For the second phase of the project, the QAIWG will
greamline the number of instruments and their contents to cregte an efficient tool that
can be gpplied easly using the LQAS methodology twice ayear.

33 Assessing Child Survival Programs in Developing Countries. Testing Lot Quality Assurance Sampling. J. Valadez,
Ph.D., MPH, SD. Department of Population and health. Harvard SPH. Boston, MA. 12/1991.

34 Assessing Community Health Programs. Using LQAS for baseline Surveys and Regular Monitoring. J. Valadez, W.
Weiss, C. Leburg, and R. Davis. TALC. January 2003
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It isimportant to note that the MOH Staff are required under the officia prikazes to
carry out monitoring of IMCI and SM according to WHO protocol. Thusthis project
isnat creating a pardld monitoring system, but facilitating quaity monitoring and
supervison on the ground. The current MOH set of IMCI and SM monitoring
insruments for the hedth facility are dready trandated into Russian and Uzbek.

IMCI tools include: Exit Interview--Wel Child; Sick Child Management
Stages, Questionnaire for identification the Stuation in the hospita; Criteria:
A child under age 5 with diarrheg; Criteriac A child under age 5 with fever;
Criteriac A child under age 5 in lethargic stupor, unconsciousness or
convulsons, Criteria A child under age 5 with cough or difficult breathing;
Criteriac A child without asthmoid bresthing, stridor or chronic cough;
Criteriac A child under Age 5 with cough or difficult bresthing/kids with
aghmoid breathing; Criteriac A child under age 5 with cough or difficult
bresthing/kids with chronic cough; Criteria: A child under age 5 with cough or
difficult bresthing/kids with gtridor; Questionnaire For Parents — sick child;
Observation Checklist — Sick Child; Interview with Chief Doctor; Equipment
and Supplies Checkligt; Interview with Hedth Worker.

Safe Motherhood tools include: Antenatal Record Review; Antenata Client
Exit Interview; Norma Delivery Record Review (Partograph); Complicated
delivery (obstructed labour) record review (Partograph); Complicated delivery
(eclampsia or pre-eclampsia) record review; Postpartum Care Observation,
Pogtpartum Client Exit Interview; Family Planning Observation Guide;

Family Planning Client Exit Interview; STI Patient Consultation Observation;
Exit Interview for STI Petients; Interview with OB/GYN or midwife; Facility
Management; and Checkligt for Instruments, Gloves and Equipment
Processing.

The Uzbek MOH has not yet developed sets of hedth facility level M&E instruments
for FP and Breastfeeding. Thus, the project will adapt and field test instruments for
this level basad on international standards.

o Makhallah Centersand Schools: Findly, as part of the LQAS semiannua exercise,
the project will also vist the supervisor area Makhallah Center and a secondary
school to assess community participation and adolescent reproductive and sexud
hedlth education activities.

Quality Improvement. Quadity Improvement (QI) isadynamic processinvolving
facility gaff in assessing and improving services and dedling with system problems.
Carried out in "cooperatives' of multiple faclities dl initiating Smilar improvements, it
isapowerful tool to bring about both improvements in qudity of exigting processes and
initiation of new processes and a'so to encourage and motivate participating facilities and
personnd to take respongbility and move forward.  HOPE will provide experienced
Technica Assstance and training to upgrade the technica capacities of key officersin
order to introduce the QI and cooperative methods and to stimulate a culture of critica
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thinking and problem solving action within the available resources. Information results
will be shared with the Health Family Project in Tashkent and Project HOPE's home
office on asemiannua bads. The project will aso use this opportunity to share
information at the nationd level and with other agenciesworking in hedth. Project
HOPE will aso take action to increase information sharing, feedback and communication
between communitiesMakhalah adminigration and hedth facilities

An externd consultant will be contracted to train the working group members and facility
gaff on the QI process and skillsincluding data andlys's as part of the QI action steps.
M& E results and lessons learned will feed into these efforts. The QI effort will indlude
improving the effectiveness of supervision and monitoring.

Operations Research. In Phase 1, four separate operations research studies were carried
out®. During this period, Project HOPE staff and counterpart OHD and rayon hedlth
providers were trained in how to conduct operationa research. These studies were the
bas's of the behavior change communication strategy that has evolved into a more

integrated makhala-based Community hedlth Srategy.

Project HOPE will carry out two operations research activities during the life of Phase 2
of the project. Thefirst oneisafollow-on project of the in-depth diagnogtic study of
“The Role of Grandmothers and Other Household Actorsin Maternd and Child Hedlth,”
carried out by Judi Aubdl and the Navoi team. In this study, it was shown that paternd
grandmothers influence on materna and child hedlth practices in the home is perhaps
more influentid than either a mother of smal children (daughter-in-law), her husband, or
even the paterna grandfather. The study aso showed the influences of femde makhdla
committee leeders and of men both a the makhalla committee level and in the homes.
During the follow-on activity a makhala-based strategy will be devel oped based on
recommendations of the sudy. Project HOPE, with community stakeholder partners, will
identify clear objectives and then set specific targets that will be tracked through asmple
and coherent information collection system. The intervention will be applied in asmall
area. Based on the results and lessons learned, the project will scae up the intervention to
all project aress.

Project HOPE and their counterparts will conduct a second operations research involving
men in maternd, child and reproductive hedth. A few of the operations research studies
conducted previoudy took into account men, but additional datais needed to determine
the role of men in the key project interventions. The analyss of this research will be
incorporated into the Makhalla-based Community hedlth strategy, to be carried out after
the second year of the project.

35 4 Postpartum services assessment for new/first mothersin Navoi Oblast”, Uzbekistan-August, 2000.

Stella Aslanyan-intern, Nigora Muratova-maternal health specialist; b. “C-IMCI Formative Research” -
January, 2002. Pediatrician Research I nstitute, Project HOPE staff.; c. “New Father Research at Baby
Friendly Hospitals’. Gal Frenkel-intern; and d. “ The Role of Grandmothers and Other Household Actorsin
Maternal and Child Health” - July, 2003. Judi Aubel.
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Rapid Assessment Procedures (RAP). Findly, the project will aso apply quditative
methodologies, such as focus group discussions, to explore further: (1) client
satisfaction, (2) the population’s perception of the quaity of services received, (3)
barriers to hedth interventions, and (4) the design of better community participation and
mobilization activities. Project HOPE staff members were trained in RAP by an externa
consultant before they conducted operations research for grandmothers last year. RAP
will be carried out on a per need basis.

a. Table of Monitoring and Evaluation Indicators

The following table summarizes the main indicators the project will use through the
different methodologies and time frames. Only the basdline and FE Evduation indicators
will remain drictly unchanged, while the monitoring indicators are illudtrative of the
information the project will obtain on an ongoing basis. The team may decide to add,
remove or refine some of monitoring indicators according to project needs and the
MOH'’s hedlth policy. For instance, staff might find they wish to track more closaly key
adolescent practices regarding sexua education and STIs, and thus they might develop
additiond indicators rlevant to obtaining this information.
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a. INTERVENTION: IMCI (30%): ARI/PNEUMONIA CONTROL (10%); CONTROL OF DIARRHEAL DISEASES

(10%); AND CHILD NUTRITION (10%)

Indicators: Definitions and units of measur ement

Data sour ceand
collection method

Frequency of
data collection

Baseline
2004

Targets
2007

Desired Result:

Adopt/Strengthen an integrated approach for improving child health
Objectives:

Increase the ORT userate;

NogakwhE

weaning foods.
Increase the per centage of children aged 20-23 months still breastfeeding

©

9. Increase appropriate complementary feeding practices after six months of age; i.e., quantity and quality of foods, breastfeeding first then foods, and introduction of

micronutrients (Fe, iodine and Vitamin A)

Increase the percentage of mothers who recognize danger and dehydration signs;
Increase the per centage of mothers who give the child more/equal amounts of liquids during diarrhea;

Increase from the proportion of mothers who continued feeding the child during a diarrhea episode;

Increase the proportion of mothers who introduce solid and semisolid foods to children between 6-9 months of age, and by means of frequency and quality of

Increase the proportion of mothers recognizing fast breathing and chest indrawing as signs of pneumonia;
Increase the proportion of childrenwith signs of pneumonia who wer e assisted by a trained health provider;

Percent of mothers of children aged 0-23 months who know at least TWO signs KPC 2000+ Baseline Survey 48.6% 68%
of childhood illness that indicate the need for treatment (BL), Midterm

(MT), and Fina

Evaluation (BL)
Percent of infants aged 6-9 months who received breastmilk and solid foodsin KPC 2000+ BL, MT, FE 3B3.% 45%
the last 24 hours
Percent of children aged 20-23 months who are still breastfeeding KPC 2000+ BL, MT, FE 33.0% 45%
Percent of mothers who know at least TWO signs childhood diarrheathat KPC 2000+ BL, MT, FE 36.9% 58%
indicate the need for treatment/referral
Percent of children aged 0-23 months with diarrheain the last two weeks who KPC 2000+ BL, MT, FE 31.8% 60%
received oral rehydration solution (ORS) and/or recommended home fluids
Percent of children aged 0-23 months with diarrheain the last two weeks who KPC 2000+ BL, MT, FE 15.0% 40%
were offered more fluids during theillness
Percent of children aged 0-23 months with diarrheain the last two weeks who KPC 2000+ BL, MT, FE 19.0% 30%

were offered the same amount or more food during theillness
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. L . Data sourceand Frequency of Baseline Targets
Indicators: Definitionsand units of measur ement collection method data collection 2004 2007
Percent and total number of children aged 0-23 months with cough and KPC 2000+ BL, MT, FE 88.1% 0%
fast/difficult breathing in the last two weeks who were taken to a health facility
or received antibiotics from an alternative source
Percent of children who were examined for 4 common danger signs HF- Case Semiannual
management
observation
Percent of children who were examined on cough, diarrhea and fever signs HF- Case Semiannual
management
observation
Percent of mothers of children 0-23 months of age, who were asked and explain HF- Case Semiannual
proper breastfeeding and complementary feeding practices management
observation
Percent of children in need of medication, who received the necessary HF- Case Semiannual
medi cation according to disease classification management
observation
Percent of mothers/caretakers who can repeat health providers' recommended HF- Exit interview Semiannual
treatment/management
Percent of Primary Health Care facilities (Polyclinic, SUB, SVP, SVA and FAP) HF-management Semiannual
that carry out IMCI interventions
Percent of health servicesthat have standard IMCI case management protocols HF- Case Semiannual
management
observation
Percent of health servicesthat have essential drugs and medicinesfor to deliver HF-equipment and Semiannual
IMCI services supplieslist
Percent of health servicesthat have |EC-counseling materials on IMCI HF-equipment and Semiannual
supplieslist
Percent of health servicesthat have essential equipment and suppliesfor IMCI HF-equipment and Semiannual

supplieslist




INTERVENTION: BREASTFEEDING PROMOTION (10%)

. : L . Data sourceand Frequency of Baseline Targets
Indicators: Definitionsand units of measurement collection method data collection - i
Desired Result:
Adopt/Strengthen appropriate feeding practices for improving child nutrition and growth
Objectives:
1. Increasethe percentage of mothers exclusively breastfeeding their infant for the first six months;
2. Increasethe percent of children receiving BF during thefirst hour of birth;
3. Increase the percent of newborns that were put skin-to-skin contact with mother immediately after birth, and for at least 30 minutes.
Percent of children aged 0-23 months who were breastfed within the first hour KPC 2000+ BL, MT, FE 62.6% 85%
after birth
Percent of infants aged 0-5 months who were fed breastmilk only in the last 24 KPC 2000+ BL, MT, FE 62.7% 85%
hours
Number of health facilities currently certified under the National participation in Project HOPE HIS, BL, MT, FE 3 5
the Baby-Friendly Hospital Initiative (BFHI). UNICEF & MOH
Breastfeeding counseling during pregnancy, prior to discharge from maternity, HF-Exit interviews Semi-annual
and during post-partum visits
Skin-to-skin contact for at least 30 minutesin thefirst hour after delivery HF-Exit interviews Sami-annual
after discharge
Rooming-in rate HF-Exit interviews Semi-annual
after discharge
Existence of written clinical service delivery protocolsfor breastfeeding women HF-Health facility Semi-annual
check list
Percent of mothers with infants under six months of age who are supported or Focus Group Semi-annual
advise by amember of their community (mother support group leaders, Discussions
Makhallah Educators or close relative/grandmother) how to exclusively
breastfeed: frequency, positioning, avoid bottles, and breastfeeding on demand
Percent of health servicesthat have |EC-counseling materials on Breastfeeding HF-equipment and Semiannual

supplieslist




INTERVENTION: SAFE MOTHERHOOD/NEWBORN CARE (30%)

. : L . Data sourceand Frequency of Baseline Targets

Indicators: Definitionsand units of measurement collection method data collection - i

Desired Result:
Adopt/Strengthen integrated approach for improving perinatal care
Objectives:
1. Increasethe number of motherswho received/buy iron supplements while pregnant;
2. Percent of motherswho had at |east one postpartum check-up; and
3. Percent of motherswho know the danger during pregnancy, delivery and postpartum that indicate the need for treatment.
Percent of mothers who had at least one prenatal visit prior to the birth of her KPC 2000+ BL, MT, FE 99.8 100%
youngest child less than 24 monthsof age
Percent of mothers who received/bought iron supplements while pregnant with KPC 2000+ BL, MT, FE 54.1% 70%
the youngest child less than 24 months of age
Percent of mothers who know at least TWO signs of danger during pregnancy KPC 2000+ BL, MT, FE 46.9% 0%
that indicate the need for treatment
Percent of mothers who had at least one postpartum check-up KPC 2000+ BL, MT, FE 76.9% 92%
Percent of deliveriesthat use partograph to manage labor by type of health HF-records review Semiannual
worker/health facility
Percent of Primary Health Care facilities (Polyclinic, SUB, SVP, SVA and HF-management Semiannual
FAP) that carry out Safe Motherhood interventions (needs further operational
definition to determine SM service delivery).
Percent of health servicesthat have Safe Motherhood standard management HF-case Semiannual
protocols management
observations

Percent of health servicesthat have essential drugs and medicinesfor to provide | HF equipment and Semiannual
Safe Motherhood services supplieslist
Percent of health services that have |EC-counseling materials on Safe HF- equipment and Semiannual
M otherhood supplieslist
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INTERVENTION: FAMILY PLANNING (30%)

Indicators: Definitions and units of measurement

Data sourceand
collection method

Freguency of
data collection

Baseline
2004

Targets
2007

Desired Result:

Adopt/Strengthen informed choices so couples and families will have the number of children they want whenever they want

Objectives:

1. Increasethe number of women/coupleswith a birth interval at least 24 months after the previous surviving child;
2. Increase the number of women/couples knowledge of the reproductive cycle;
3. Increase the number of non-pregnant women who desire no more children or space births, who are using a modern method of FP; and
4. Increase the number of family planning clients who have receive counseling on contraceptive choices, common side effects, and when to return for follow-up.

Adequate Birth Interval Between Y oungest Surviving Children: Percent of KPC 2000+ BL, MT, FE 48.3% 68%
children aged 0-23 months who were born at least 24 months after the previous

surviving child

Percent of women of RA who report that women are likely to get pregnant KPC 2000+ BL, MT, FE 9.3% 45%
halfway between two menstrual periods

Percent of non-pregnant women who desire no more children in the next two KPC 2000+ BL, MT, FE 726 85%
years, or are not sure, who are using a modern method of child spacing

Percentage of respondents who report discussing FPissueswith somebody inthe | KPC 2000+ BL, MT, FE 56.2 5%
past 12 months

Counseling: Percentage of family planning clients who receive counseling on KPC 2000+ BL, MT, FE 62.7 8%
contraceptive choices, common side effects, and when to return for follow-up

Couple-years of protection (CY P) MOH’'sHIS Monthly

Number of acceptors new to modern contraception MOH’'sHIS Monthly

Percent of Primary Health Care facilities (Polyclinic, SUB, SVP, SVA and FAP) HF-management Semiannual

that carry out Family Planning standard management protocols

Percent of health services that have Family Planning standard management HF- equipment and Semiannual

protocols supplieslist

Percent of health servicesthat have all methods (non-surgical) to deliver FP HF- equipment and Semiannual

services supplieslist

Percent of health services that have |EC-counseling materials on Family HF- equipment and Semiannual

Planning supplieslist
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. : o . Data sourceand Frequency of Baseline Targets

Indicators: Definitionsand units of measurement collection method data collection 2004 2007
Percent of health servicesthat have essential equipment and supplies for Family | HF- equipment and Semiannual
Planning supplieslist
Percent of adolescent population (15-18) who know that women are likely to get FlexFunds BL, MT, FE 1.3% 40%
pregnant halfway between two menstrual periods Questionnaire
% of adolescents who can name at 2 or more methods of protecting oneself KPC 2000+ BL, MT, FE 16.7% 50%
against contracting STIs
% of adolescents can name 2 or more mechanisms of HIV transmission. KPC 2000+ BL, MT, FE 44.2% 5%
% of adolescents who can name at least 3 signs of STIsin men KPC 2000+ BL, MT, FE 0.5% 40%
% of adolescents who can name at least 3 signs of STIsin women KPC 2000+ BL, MT, FE 0.5% 40%
% of adolescents who can name at | east three methods of birth spacing methods | KPC 2000+ BL, MT, FE 29.8% 70%
Established # of (health facility based) Adolescent-Friendly RH servicesin Project HOPE HIS Annual 0 1 Navoi
Navoi Oblast 4 pilot rayons
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4, Work Plan by Major Activities
Activity Focus Legend: A = Access, BC= Behavior Change, and Q= Quality

I ntegrated M anagement of Childhood IlInesses (IMCI) (30%): ARI/Pneumonia control (10%); Control of Diarrheal Diseases
(10%); and Child nutrition (10%)

Major Activities

Activity
Focus

ey vear2 Per sonnel Responsibl
10/2003-9/2004 | 10/2004-9/2005 | oo ororoRe
T [2[3[4]1]2[3]4

Output/
Outcome of Activity Desired

Oblast Level (Coordination with Stakeholders (I nter-I nstitutional Steering Committee, Oblast/MOH, local NGOs, community groups)

Steering Committees

Orientation meeting on IMCI A X OHD, IMCI Center & 2 (In Konimeh and Nurata rayons)
& BFin rayon level Project HOPE
Health Facility L evel
Printing of IMCI guidelines ABCQ X Project HOPE 120 participants set (there are 8 books in set)
20 trainers set (there are 3 books)
11 days IMCI training AQ X X | X OHD, IMCI Center & Will be trained 54 GPs, Pediatricians (3
Project HOPE COUrses)
5daysIMCI TOT Q X OHD, IMCI Center & Will betrained 18 GPs, Pediatricians trained
Project HOPE on 11 days IMCI
3 days Refresher course on AQ X | X X X | OHD, IMCI Center, Project | Will be conducted 5 refresher course for 100
IMCI HOPE previous trained HP
5 days IMCI monitoring Q X OHD, IMCI Center & Will betrained 18 GPs, Pediatricians which
course Project HOPE trained on 11 days IMCI (may be 5 days
TOT t00).
Monitoring of trained HP Q X | X [ X X OHD, IMCI Center & 1 monitoring and to hand certificate will be
Project HOPE after 1 month after training if performs over
85%. Other monitoring will be 6 months
after previous monitoring using LQAS
sampling methodology.
Community L evel
Trandation, adaptation, and AQ X [ X OHD, IMCI Center, Project | 400 C-IMCI guidelines will be printed
printing of C-IMCI guidelines. HOPE, Health Institute
Branch, Community
representatives
1 day TOT/orientation for Q X OHD, IMCI Center & Will be trained/orientated 20 IMCI trainers
IMCI trainers Project HOPE on C-IMCI TOT
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Activit reard vear 2 Personnel Responsible
Major Activities oY | _10/2003-9/2004 | 10/2004 - 9/2005 = Outcomeor f\tg‘f\%ty Desired
112 (3|4 |1|2]| 3] 4
6 days C-IMCI,BF,RH,SM AQ X | X | X | OHD,IMCI Center & Will betrained 260 patronage nurses
training for nurses Project HOPE
1 days refresher courseon C- | A,Q X X | X [X | X | OHD,IMCI Center & Will be conducted 16 refresher course on C-
IMCI Project HOPE IMCI for 320 previous trained HP
Monitoring on C-IMCI Q X | X [ X | OHD, IMCI Center, Project | 530 trained HP will me monitored
HOPE, Health Institute
Branch
Evduation of booklet on C- Q X | X OHD, IMCI Center & Will be evaluated 2 posters and booklet
IMCI and posters Project HOPE, Health developed by Project HOPE
Institute Staff, Community
representatives
Printing of C-IMCI booklet A X Project HOPE Posters 1000
and posters Booklets 45000
Orientation meeting for BC X Oblast/rayon administration, | 2 (In Nurata and Konimeh)
Community on C-IMCI and OHD, IMCI Center, Health
BE Institute Branch & Project
HOPE
1 day orientation/training for BC X Rayon administration, OHD, | Will be trained 240 makhallaleaders.
Makhallahs leaders on C- Health Institute Branch &
I MCI and BF Project HOPE
Dissemination of C-IMCI ABC X | X OHD, Health Ingtitute 1000
booklet and posters Branch, Community 45000
representatives & Project
HOPE
Community mohilization BC X X | X Oblast/Rayon administration | Will be conducted various activities in

activitieson C-IMCI

OHD, IMCI Center, Health
Ingtitute Branch & Project
HOPE , Mahallaleaders

community: meeting/discussion with child
care takers, grandmothers; competitions, TV
& Radio broadcasts, etc.
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Safe M other hood/Newborn Care (30%)

Major Activities

Activity
Focus

Year 1 Year 2
10/2003 — 9/2004 10/2004 — 9/2005
1[2[3[4|1]2]3]4

Personnel Responsible

Output/
Outcome of Activity Desired

Oblast Level (Coordination with Stakeholders (I nter-I nstitutional Steering Committee, Oblast/MOH, local NGOs, community groups)

Steering Committees

Orientation meetingin Rayon | A,Q X OHD, SM Center & Project | 2 (Konimeh, Nurata)
level on SM/RH/ARH HOPE
Health Facility L evel
Printing of SM materids A, BC X Project HOPE 9 days — 200 set (3 books in each set)
5 days — 540 set (2 books in each set)
6 days — 500 set for participants (2 booksin
each set)
30 set for trainers (3 books in each set)
3 days TOT course BC,Q X OHD, SM Center & Project | Will betrained 18 (1 course) OB/GY N,
HOPE Neonatologest, Midwifes and neonatal nurses
which already trained on SM course
9 days training courses on BC,Q X | X [X [ X | OHD,SM Center & Project | Will betrained 90 (5 courses) OB/GY N,
Essential perinatal, labor and HOPE Midwifes
postnatal care
2 days refresher course on AQ X X X | OHD, SM Center & Project | Will be conducted 3 refresher courses on
SM/PEPC for OB/GY Ns HOPE SM/PEPC for 60 previous trained HP
5 daystraining on Essentia BC,Q X OHD, SM Center & Project | Will betrained 18 (1 course) Neonatologest,
newborn care HOPE neonatal nurses
1 days refresher course on AQ X X | OHD, SM Center & Project | Will be conducted 2 refresher course for 40
SM/PEPC for Neonotol ogest HOPE previous trained HP
5days TOT training on BC,Q X OHD, SM Center & Project | Will be trained 18 trainers on Essential
Essential perinatal, normal HOPE perinatal, normal deliveries and
deliveries and postnatal care postnatal care for PHC
for PHC
6 days training on Essentia BC,Q X | X [X [ X | OHD,SM Center & Project | Will betrained 216 (12 course) GPs,

perinatal, norma dedliveries
and postnata care for PHC

HOPE

faldshers, PHC OB/GY N, midwifs
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Activity vear 1 vear 2 Output/
Major Activities Fois 10/2003 — 9/2004 10/2004 — 9/2005 Per sonnel Responsible Outcome of Activity Desired
112 |34 |1|2]|3]| 4
Adaptation and trandation of Q X | X OHD, SM Center & Project | WHO SM monitoring toolsin Russian and
monitoring tools HOPE English will be translated and adapted.
5 DAY S Training on Follow- BC,Q X OHD, SM Center & Project | Will betrained 20 (1 course) OB/GY N,
up & monitoring HOPE Neonatologist, Midwives and neonatal nurses
which aready trained on SM course (may be
SM TOT too)
Follow-up & monitoring Q X | X [ X | X | X | OHD, SM Center & Project | 660 trained HPwill be monitored
HOPE
Establish Safe Motherhood AQ X Oblast administration, 1 Training Center will be created in Oblast
Center in Oblast Maternity OHD & Project HOPE Maternity house
House
3 days study tour in Andijan AQ X OHD, SM Center & Project | 12 key specialist trained on SM will visit to
Maternity House HOPE Andijan to see they experience on SM
Neonatal Resuscitation AQ X OHD & Project HOPE 20 Neonatologists trained
Community L evel
Develop IEC materias for ABC X | X OHD, SM Center, Health Booklet-35000
community Institute Branch, Project Posters-1000
HOPE, Community
representatives
Printing of IEC materids A,BC X | Project HOPE Booklet-35000
Posters 1000
Dissemination of 1EC A,BC X | OHD, SM Center, Health Booklet-35000
materials Institute Branch, Project Posters-1000
HOPE, Community
representatives
Community mohilization A,BC X | OHD, SM Center, Health Will be conducted various activitiesin

activitieson SM

Ingtitute Branch, Community
representatives & Project
HOPE

community: meeting/discussion with woman
RH age, grandmothers; competitions, TV &
Radio broadcast...
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Breastfeeding (10%)

Major Activities

Activity
Focus

Year 1 Year 2
10/2003 — 9/2004 10/2004 — 9/2005
1[2]3[4|1]2]3]4

Personnel Responsible

Output/
Outcome of Activity Desired

Oblast Level (Coordination with Stakeholders (I nter-I nstitutional Steering Committee, Oblast/MOH, local NGOs, community groups)

Steering Committees

Orientation meetingin Rayon | BC,Q X OHD & Project HOPE 2 (Konimeh, Nurota)
level on BFIMCI
Health Facility L evel
Trandation of BF TOT and Q X OHD & Project HOPE For TOT - 25
Participation guide into Uzbek. Fop participants- 450
Printing.
(5 days) 40 hours training BC.Q OHD, SM Center & Project | Will be trained 20 (1 course) OB/GY N,
HOPE Midwives, Neonatol ogist, neonatal nurses
3 days TOT course ABCQ X OHD, SM Center & Project | Will betrained 20 (1 course) OB/GY N,
HOPE Midwifes, Neonatologist, neonatal nurses
that already trained on 5 days BF course.
18 hours BF training BC,Q X X OHD, SM Center & Project | Will be trained 280 (14 course) GPs,
HOPE feldshers, HP
1 days refresher course on BF | A,BC X X OHD, SM Center & Project | Will be conducted 4 refresher course on BF
HOPE for 80 previous trained HP
Deveoping training manud, Q X OHD, SM Center & Project | To develop training manual, tools for
tools for monitoring HOPE monitoring PHC HP trained on BF
Training on Follow-up & BC,Q X OHD, SM Center & Project | Will betrained 20 (1 course) OB/GY N,
monitoring HOPE Midwives, Neonatologist, neonatal nurses
which already trained on BF course
Follow-up & monitoring Q X OHD, SM Center & Project | 540 HP will be monitored
HOPE
Develop BF support group ABCQ OHD, SM Center, 276 BF support group counselors
counsdors Community representatives,
Project HOPE
Monitoring of Baby-friendly Q X OHD, SM Center, Project 10 monitoring will be conducted
clinics HOPE, Institute of
pediatrician
Certification of Baby-friendly | A,Q X OHD, SM Center, Project 2 certification will be conducted

clinics

HOPE, Institute of
pediatrician
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Activity vear 1 vear 2 Output/
Major Activities FocUs 110/20203 5220044 110/20204 - 93/20054 Per sonnel Responsible Outcome of Activity Desired
Recertification Q X X OHD, SM Center, Project 3 Recertification will be conducted
HOPE, Institute of
pediatrician
Community L evel
Develop and adopt existing A,BC X | X OHD, SM Center, Project Will be revived existing IEC materials and
|IEC materidls. HOPE, Health Institute developed pamphlet, poster
branch, Community
representatives
Printing |EC materials AQ Project HOPE 35000-booklets
1000-poster
Dissemination of IEC ABC OHD, SM Center, Health 35000-booklets and 1000 posters will be
materias Institute Branch, Project disseminated to woman who breastfeed
HOPE, Community
representatives, BF support
group.
Community mohilization ABCQ X | X [X [ X | X | X [ OHD,HedthInstitute Will be conducted various activitiesin
activitieson BF Branch, Community community: meeting/discussion with woman
representatives & Project RH age, grandmothers; competitions, TV &
HOPE, BF support group. Radio broadcast, BF week in august each
year.
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Family Planning (30%)

Major Activities

Activity
Focus

Year 1 Year 2
10/2003 — 9/2004 10/2004 — 9/2005
1[2]3[4|1]2]3]4

Personnel Responsible

Output/
Outcome of Activity Desired

Oblast Level (Coordination with Stakeholders (I nter-I nstitutional Steering Committee, Oblast/MOH, local NGOs, community groups)

Orientation meeting in Rayon A,BC X OHD, RH Center & Project | 2 (Konimeh,Nurota)
level on SM/RH/ARH HOPE
Establish adolescent-friendly A X X OHD & Project HOPE 5 adolescents friendly RH services will be
RH services at Adolescents established
polydinic
Develop checklists and Q OHD, RH and ARH Centers, | Will be developed the tools for monitoring of
monitor adolescent RH Project HOPE, teachers HP trained on ARH and 140 HP trained ARH
services will be monitored
Health Facility L evel
3 days TOT course ABCQ X OHD & Project HOPE For 20 (1 course) OB/GY Ns, midwifes
Printing of training materids A, BC X Project HOPE 3 days -800 books
on RH 5 days — 100 books
5-daystraining on RH and BC.Q X [ X [ X [ X |X | OHD,ARH, & Project For 100 (5 course) GPs, OB/GY Ns, PHC
Counging HOPE midwifes
3-days training on FP and BC.Q X [ X [ X [ X [X | OHD,RH Center, & Project | For 380 (19 course) patronage nurses,
counsdling HOPE feldshers, maternity house's midwives
1 day refresher courseon FP | A,Q X X X | OHD, RH Center, & Project | Will be conducted 3 refresher courses on RH
and RH HOPE for 60 previous trained HP
5 days training on Follow-up ABCQ X OHD, RH Center & Project | For 20 (1 course) HP trained on 5-3 days RH
& monitoring HOPE courses
Fallow-up & monitoring Q X [ X [X X | OHD, RH Center & Project | 480 HP will be monitored
HOPE
5 days training on minilap A OHD, RH Center & Project | For 20 (1 course) OB/GYN
HOPE
5 daystraining ARH TOTs ABCQ X OHD, ARH Center & For 20 (1 course) OB/GY Ns, Adolescents
Project HOPE HP
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Activity vear 1 vear 2 Output/
Major Activities Fois 10/2003 — 9/2004 10/2004 — 9/2005 Per sonnel Responsible Outcome of Activity Desired
112 |34 |1|2]|3]| 4
Tegting, printing of BC X OHD, ARH Center & Developed ARH training materials will be
educational materials for ARH Project HOPE tested in Navoi city and in September, 2004
. will be printed: Manual for trainers-270;
providers reference manua-270; Manual for
participants - 4760
5 days training school health BC,Q X [ X [X [X [X [ OHD, ARH Center & For 240 (12 course) HP & teachers
providers and teachersin Project HOPE
adolescent RH services
Deve oping monitoring Q OHD, ARH Center & Wil be developed monitoring tools and
training plan and tools Project HOPE monitoring training plan on ARH.
5 days training on follow-up BC,Q X OHD, ARH Center & For 20 (1 course)HP and teachers which
vigts and monitoring Project HOPE trained ARH cours
Conduct follow-up vists and BC.Q X X X OHD, ARH Center & 120 Adolescents HP will be monitored
monitoring Project HOPE
Community L evel
Orient Makhallah committees | A,Q X | Oblast/Rayon 4 (Kiziltepa, Navoi, Konimeh, Nurota)
on RH & FP/SM/ARH Administration, OHD &
Project HOPE, Health
Ingtitute Branch, Community
leaders
Printing RH IEC materials AQ X Project HOPE Pamphlets 50000
Posters 1000
Adapt/develop adolescent RH | A,Q X X OHD, ARH Center & Booklet 50000
educational materials Project HOPE, Health Posters-1000
Institute, Adolescents
(booklets, posters) leadlers,
Pilot testing of PtoP materids | Q X | X OHD, ARH Center & 180 books will be printed
Project HOPE
Identify peer trainers and A X [ X [ X [ X | OHD,ARH Center & For 160 adolescents
conduct 4 days TOT for them Project HOPE, Oblast
Educational Department
Conduct of posters ABC X X OHD, ARH Center & In each year will be conducted pister
competition in target area Project HOPE, Oblast competition in each rayons then in oblast
Educational Department, leve
Health Institute branch
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Activit Year 1 Year 2 Outout!
' iviti VIt 1 1072003 - 972004 - Uy
Major Activities Focus 10/2004 — 9/2005 Personnel Responsible Outcome of Activity Desired
112 (3]4|1|2]| 3] 4
Conduct 2 daystraining events | A X [ X | X [ X | X | OHD,ARH Center & For 1020 adolescents
. Project HOPE, Oblast
for adolescents; Educational Department
Developing ARH bookletsfor | A X | X OHD, ARH Center & 30000 booklets will be printed
parents Printi ng Project HOPE, Oblast
Educational Department,
Health Institute branch
Dissemination A X | X | OHD, ARH Center & 30000 will be disseminated to parents
Project HOPE, Oblast
Educational Department,
Health Institute branch
Community mohilization BC X | X | OHD, ARH Center & Will be conducted various activitiesin
it Project HOPE, Oblast community: meeting/discussion with woman
activities on RH/ARH Educational Department, RH age, adolescents; competitions, TV &
Health Institute branch Radio broadcast...
Capacity-Building
Steering Committees Q X | X X | Oblast administration, OHD | 8 Steering Committee mesting will be
& Project HOPE conducted
Working groups mestings Q X [ X [ X [ X [ X [ X [ X [X | OHD& Project HOPE 16 working group meeting will be conducted
Basdline survey X OHD & Project HOPE 1
MTE Q OHD & Project HOPE 1 will be conducted in the end of second
year
KPC training Xon Will be trained 62 interviewers for Baseline
6 days LQAS training Q X OHD & Project HOPE 20 (1 course) Local HP will be trained on
LQAS
LQAS Q X X X | OHD & Project HOPE Each 6 month
Create training room in each A X OHD & Project HOPE 3rooms
new rayons and Navoi rayon
Create room for woman A X OHD & Project HOPE 3rooms
support group in new rayon
Maternity houses and Navoi
rayon maternity house
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